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newest advance in iron therapy 


EFFECT 
THIS IRON 
PRODUCES 


HEMOGLOBIN 
RESPONSE 


PATIENTS ON SIMRON REPORT NO GASTRIC UPSET, 
NO BLACK STOOLS, NO CONSTIPATION OR DIARRHEA 


Simron is iron (ferrous gluconate) in a dramatically different agent* which facilitates iron absorption. 
Eliminates cause of iron intolerance: Simron increases iron absorption in the G.I. tract. That’s why it 
cancels the need for “‘iron overload.’’ The greater absorption of usable iron virtually eliminates nausea, 
G.I. upset, or black stools. In a series of 40 Simron-treated patients,! only one reported side effects. 
Patients who “can’t take iron’”— now can: Simron is preferred wherever iron is indicated. Especially 
useful in patients who can’t tolerate other iron therapies—for example, gravida, duodenal ulcer, colitis 
—where gastric upset is discomforting and black stools may mask a serious condition. 

Prescribe one capsule t.i.d. between meals. In bottles of 100 soft, gelatin capsules, containing 10 mg. 
ferrous gluconate and Sacagen. *Sacagen—special absorption agent. 


1. Ausman, D. C.: J. Am. 
Geriatric Soc. 7:268, 1959. 


THE WM. S. MERRELL COMPANY 
New York ¢ Cincinnati ¢ St. Thomas, Ontario 
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In Acute 
Illness... 


NILEVAR 


Can Speed 
Recovery 


“Commonly, negative nitrogen balance! occurs 
during acute febrile illnesses and following 
traumatic events and surgical procedures.” As 
much as 300 to 400 Gm. of nitrogen? may be 
destroyed daily in severe infections. Convales- 
cence! is delayed when negative nitrogen bal- 
ance is large and persistent. 

NILEVAR Builds Protein, Speeds Convales- 
cence to Complete Recovery? 6 “. . . we were 
impressed? with the efficacy of Nilevar as an 
anabolic agent. All of the patients reported feel- 
ing much more vigorous and experiencing an 
increase in appetite. .. .” 

The actions of Nilevar* in reversing a nega- 
tive nitrogen balance—and therefore a negative 
protein balance—improving the appetite and in- 
creasing the sense of well-being can be expected 
to shorten the illness and the convalescence of 
these patients. 

An initial daily dosage of 30 mg. of Nilevar 
(brand of norethandrolone) is suggested. After 
one to two weeks, this dosage may be reduced 
to 10 or 20 mg. daily in accordance with the re- 
sponse of the patient. Continuous courses of 
therapy should not exceed three months, but 
may be repeated after rest periods of one 
month. Nilevar is supplied as tablets of 10 mg., 
drops of 0.25 mg. per drop and ampuls of 25 
mg. in 1 cc. of sesame oil with benzyl alcohol. 
1. Eisen, H. N., and Tabachnick, M.: Protein Metabolism, M. 
Clin. North America 39:863 (May) 1955. 2. Jamison, R. M.: 
General Nutritive Deficiency, Virginia M. Month. 83:67 (Feb. 
1956. 3. Goldfarb, A. F.; Napp, E. E.; Stone, M. L.; Zucker- 
man, M. B., and Simon, J.: The Anabolic Effects of Norethan- 
drolone, a 19-Nortestosterone Derivative, Obst. & Gynec. 
11:454 (April) 1958. 4. Batson, R.: investigator's Report, Feb. 
11, 1956. 5. Weston, R. E.; Isaacs, M. C.; Rosenblum, R.; 
Gibbons, D. M., and Grossman, J.: Metabolic Effects of an 
Anabolic Steroid, 17-Alpha-Ethyl-17-Hydroxy-Norandrostenone, 
in Human Subjects, J. Clin. Invest. 35:744 (June) 1956. 6. Brown, 


C. H.: The Treatment of Acute and Chronic Ulcerative Colitis, 
Am. Pract. & Digest Treat. 9:405 (March) 1958. 
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Patients with this severe crippling disease can be rehabilitated 
successfully with the program outlined in this article. 
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Dr. Frazier describes the two types of treatment to consider. 
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them. 
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Watch for... 


these and other timely and informative ar- 
ticles scheduled to appear in coming issues. 


Hypercholesterolemia and Dietary Vegetable 
Oils. WALTER L. EVANS, M.D., WILLIAM B. 
RAWLS, M.D., CHARLES MISTRETTA, M.D., 
FRANK D’ALESSANDRO, M.D., DIONISIO Ca- 
LOZA, M.D. AND ELIAS TAWIL, M.D. The au- 
thors present a. plausible theory, backed by 
experimental work, as to how unsaturated vege- 
table oils in the diet lower blood cholesterol. 


Severe Anemia with Symptoms Simulating Ad- 
vanced Heart Disease. DAvip A. ZACKSON, 
M.D. Severe anemia can mimic many of the 
classic signs and symptoms of advanced heart 
disease. All of these disappear with the correc- 
tion of the anemia. 


The Air Conditioner as a Vector in Avian Mite 
Dermatitis. A. S. GENEST, M.D. Dermatitis 
caused by avian mites can be transmitted via 
the summer standby—the air conditioner. 


The Surgical Treatment of Segmental Ulcera- 
tive Colitis. L. KRAEER FERGUSON, M.D. AND 
LERoy H. STAHLGREN, M.D. A highly success- 
ful conservative surgical approach to a disease 
which is difficult to treat either medically or 
surgically. 


Liver Function and Primary Liver Disease in 
Pregnancy. DANIEL H. LABBy, M.D. Liver 
function may be disturbed due to many causes 
during pregnancy. It is important to recognize 
this and institute prompt treatment. 


Operation ICBL (Interpreting Children’s Basic 
Limitations). Miss CLARE A. ROBINSON. The 
mentally retarded child presents a problem which 
can only be handled by the close cooperation of 
the physician, the psychologist, the teacher and 
the child’s own family. 


Surgical Treatment for Peripheral Arterial Dis- 
ease. W. ANDREW DALE, M.D. Surgical treat- 
ment for peripheral arterial disease is highly 
successful in properly selected cases if the cor- 
rect procedure is chosen as indicated in this 
article. 


. . . 


THE ORIGINAL potassium phenethicillin 


ILLIN 


(Potassium Penicillin-152) 


higher peak blood levels 
than with potassium penicillin V 


higher initial peak blood levels o7a//y 
than with intramuscular penicillin G 


increased dosage increases 
serum levels proportionally 


superior to other penicillins 
in killing many staph strains /7 ///0 


A dosage form to meet the individual 
requirements of patients of all ages 
in home, office, clinic and hospital: 


Syncillin Tablets—250 mg. . . . Syncillin Tablets—125 mg. 
Syncillin for Oral Solution —60 ml. bottles— when reconstituted, 
125 mg. per 5 ml. 


Syncillin Pediatrie Drops — 1.5 Gm. bottles. Calibrated dropper 
delivers 125 mg. 


Complete information on indications, dosage and precautions is 
included in the official circular accompanying each package. 


BRISTOL LABORATORIES, SYRACUSE, NEW YORK 
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Publisher’s Memo 


AFTER only a month as GP’s assistant medical 
editor, Dr. Arthur C. DeGraff’s name moved up a 
line on the masthead. Following Dr. Hugh 
Hussey’s resignation, Dr. DeGraff became medi- 
cal editor. 

A brief curriculum vitae appeared in this col- 
umn last October. To it, there’s very little we can 
add—except to point out that Dr. DeGraff is 
now president of the United States Pharmacop- 
eial Convention (an important post he will hold 
for ten years). 

There’s no honorary facet to the medical edi- 
tor’s job. It’s work, hard work—and plenty of it. 
Dr. DeGraff is responsible for all scientific ma- 
terial in GP and in a monthly magazine that 
often carries as many as ten or 12 scientific 
articles per issue, the medical editor and his staff 
have few idle days or evenings. 

GP is published in Kansas City. There, under 
the publisher, a trained editorial staff writes and 
meticulously edits all of the nonmedical material 
in the book. Working with them are the pro- 
duction, advertising, circulation and accounting 
departments. 

Assisting the medical editor, whose office is in - 
New York City, are the assistant and several 
associate medical editors, plus the medical art 
editor and a medical art consultant. Before they 
go to the art and production departments, all 
scientific articles go under the blue pencil of 
trained manuscript editors, working under the 
managing editor. 

GP’s publishing friends often wonder how we 
manage to coordinate the many geographically 
scattered functions and departments. The pub- 
lisher is in Kansas City, Dr. DeGraff’s staff 
works in New York and Washington and the 
printer’s in Chicago. We can only reply that it’s 
easy—when you’ve had more than ten years of 
practice and experience. It helps to have capa- 
ble men aboard, men like Dr. Arthur C. (for 
Christian) DeGraff. 

—M.F.C. 
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Why do specialists use OSTIC plaster 
bandages in orthopedic teaching centers? 


GOOD, STRONG CASTS 
COME EASIER WITH OSTIC 


All day, every day—OSTIC is 
creamy, gentle, never gritty 


Ostic is consistent. Every time you open the 
package you know you’re going to get the same 
solid results you had with the last one. 

Strong, fast and precise, Ostic delivers at 
least 97% of the original plaster to the cast. 
You have two setting times: Fast (5 to 9 min.) 
and Extra-Fast (2 to 5 min.). 


Ostic plaster casts stand up under most any 
kind of wear, even with rambunctious little 
patients. For an all-around, everyday bandage 
that is always easy on your hands, trust OsTic 
plaster bandages. 
Individual, airtight OSTIC pack- 


ages prevent pre-setting. Plaster 
stays fresh indefinitely 


® 
BAUER & BLACK 


PLASTER BANDAGES OIVISION 
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EXECUTIVE DIRECTOR’S 


Newsletter 
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SIGNIFICANT EVENTS 


AMA Delegates > In an atmosphere of apathy, AMA delegates rubber-—stamped 


Dawdle and Doze their way through deadly dull sessions in Miami Beach last 
month. Obviously bored, Speaker Norman Welch once reminded 
delegates that debate is always permitted. No one picked 
up the gauntlet. 


From an action viewpoint, the highlight of the annual 
get-together was Democratic Chairman Paul Butler's typically 
tactless commentary at the Sunday Conference of Presidents. 


The loudest boos came when Butler tried to correlate senior 
citizen suicides with high medical care costs. 


As_ expected, the president-elect assignment went to Board 
Chairman Leonard W. Larson, a Bismarck, N.D., pathologist. 


Like reference committee reports, Dr. Larson was unopposed. 


General Practice > Although 43 Academy members now serve as either delegates 


Problems Shelved or officers of the AMA, no definitive action was taken on 
three key resolutions of interest to family doctors. All 
three (see page 178) were referred (for "further study") 
to councils or committees, which is to say they were buried. 


The delegates also refused to agree with the Academy's 
contention that all licensed doctors of medicine are quali- 


fied to give Class III pilot physicals without the official 
"designation" of the FAA. New regulations, with the bless— 
ings of the AMA, became effective June 15. 


A fourth resolution, urging that the "General Practitioner 


of the Year" award be changed to the "Doctor of the Year" 
award, was supported by both the Academy and the AMA Section 


on General Practice. It was promptly referred to the Board 
of Trustees, will probably be exhumed at the Washington, 
D.C., clinical session in December. As mentioned earlier 
here, the present award tends to paint a distorted and 
inaccurate picture of the modern family doctor. 


> The recent drug industry publicity prompted delegates to 

Actions Listed pass a resolution instructing the Council on Drugs to study 
the industry's relations with the medical profession and 
come up with an "objective appraisal" next June. A group 
of delegates, queried as to the real purpose of the study, 
couldn't produce a clear answer. Most mentioned Senator 
Kefauver and "the guy the FDA fired a few weeks ago." 

The delegates also directed the Board of Trustees to 
develop group annuity and group disability insurance pro- 
grams for AMA members. Both are already available to AAGP 
members. For a complete report of the AMA meeting, see 


page 177. 


a 
q 


‘4 
j 
| 
tty 
= 
ee 


New Health Bill 
Termed A “Sham” 


P On June 23, the House passed HR 12580, an omnibus social 
security bill that (1) provides free health care for the 


"medically indigent" aged and (2) brings all self-employed 
physicians under the social security umbrella. The bill, 
authored by Ways and Means Committee Chairman Wilbur D. 
Mills (D-Ark.), was promptly termed a "sham" by Representa— 
tive Aime D. Forand (D-R.I.). Forand has long been parad— 
ing all-out compulsory health insurance colors. 

The bill sets up a federal-state matching plan at the 
option of each state. Unlike the Forand bill, HR 12580 is 
intended to help only those who need help, people who can 
show that their income and resources are not sufficient to 
pay for adequate health care. The Forand bill covered only 
social security participants, the Mills bill helps anyone 
(over age 65) who needs assistance. 


Under the matching formula, the scope of benefits may be 
determined by the individual states, with the federal gov-— 
ernment contributing to programs which offer any or all of 


the ten listed services. These include inpatient hospital 
services (up to 120 days a year), skilled nursing-home serv-— 
ices, physician services, outpatient hospital services, 
organized home care services, private duty nursing services, 
therapeutic services, major dental treatment, laboratory and 
x-ray services (to $200 a year) and prescribed drugs (to the 
same annual maximum). 


>» Many foreign medical students flunked a recent examina— 
tion that would have let them accept approved residencies in 
this country. Of the 4,909 students who took the March 16 
exam, only 56.4 per cent qualified for temporary or perma— 
nent certificates. 

The examination was given by the Educational Council for 
Foreign Medical Graduates. Dr. Dean F. Smiley, executive 
director of the ECFMG, termed the results "slightly dis— 
appointing." Another exam will be given September 21. 

The American Hospital Association has told its members 
that _ uncertified foreign graduates must be relieved of 


responsibility for patients no later than the September 21 
deadline. If a hospital fails to comply, it will auto- 


matically lose AHA accreditation. 


—M.F.C. 


Executive Director’s 

= Newsletter 

Exam Baffles 

Foreign Students 


The average family covered by health insurance 
received $80 in benefits during the 12 months 
which ended June 30, 1958, as compared with 
only $45 five years earlier. A Health Information 
Foundation report notes that expenditures for 
drugs remain “‘almost completely uncovered’”’ by 
insurance protection. 


—S A teacher doing research 
- for her master’s degree 
mr @ thesis on juvenile delin- 


quency telephoned 12 
homes at 9 P.M. to ask 
parents if they knew 
where their children 
were. Five of the calls 
were answered by chil- 
dren who had no idea 
where their parents 
were. 


mum >A 


Dr. Albert Sabin, developer of a live virus polio 
vaccine now used in the Soviet Union, says that 
soon the Russians “will be able to supply the 
entire world.” 


Drivers with a high accident rate often come from 
broken homes, demonstrate antisocial behavior 
and reveal a great deal of emotional instability, 
according to a California survey. 


Forty-two states dispense free medical care to 
the aged under their own assorted programs. 


The average industrial 
worker’s head is getting 
bigger each year, ac- 
cording to a “hard hat” 
maker. In 1959, a new 
814 size model was 
brought out. Previous 
sizes ranged from 65% 
to 734. 
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a Quantum Sufficit 


A Gallup poll reports an increase in the proportion 
of U.S. adults who drink alcoholic beverages. 
Since 1958 the number has increased from 55 per 
cent to 62 per cent. The over-all proportion is 
higher than it has been since 1947. 


Contributions from individuals and medical groups 
to the American Medical Education Foundation 
showed a 17 per cent increase in 1959 over the 
previous year. The foundation will distribute 
$1,198,287 among 85 medical schools this year. 


The American Hospital Association has urged fed- 
deral employees to select Blue Cross for their 
health insurance. It is the first time the associa- 
tion has made such a recommendation. 


Total life insurance sales for the first four months 
of this year were $21,946,000,000—a 1.2 per cent 
increase over sales for the same period in 1959. 


Last month, the Wash- 
ington state health de- 
partment started hand- 
ing out spectacles to 
those who need them 
among the 50,000 old- 
sters eligible for the 
state’s “‘free’’ medical 
care. The governor is 
running for re-election 
this fall. 


Life insurers are increasing the size of policies 
they will sell without medical examinations. They 
figure their saving of about $7.50 per examina- 
tion will offset any added death losses. 


Americans’ average length of life rose to a new 
high of 69.7 years in 1959, according to the Met- 
ropolitan Life Insurance Co. Three-fourths of the 
babies born last year are expected to be alive at 
age 63; one-fourth can expect to live to 83. 
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CLINICAL REMISSION 
ARTHRITIC 


In “escaping” rheumatoid arthritis. After gradually “escaping” the ther- 
apeutic effects of other steroids, a 52-year-old accountant with ar- 
thritis for five years was started on Decapron, 1 mg. /day. Ten months 
later, still on the same dosage of Decapron, weight remains constant, 
she has lost no time from work, and has had no untoward effects. She 
is in clinical remission.* 

New convenient b.i.d. alternate dosage schedule: the degree and extent of relief provided by 


DECADRON allows for b.i.d. maintenance dosage in many patients with so-called ‘‘chronic’’ condi- 
tions. Acute manifestations should first be brought under control with a t.i.d. or q.i.d. schedule. 


Supplied: As 0.75 mg. and 0.5 mg. scored, pentagon-shaped tablets in bottles of 100. Also available 
as Injection DECADRON Phosphate. Additional information on DECADRON is available to physicians 
on request. DECADRON is a trademark of Merck & Co., Inc. 


*From a clinical investigator’s report to Merck Sharp & Dohme. 


Dexamethasone 


TREATS MORE PATIENTS MORE EFFECTIVELY 


&D MERCK SHARP & DOHME « Division of Merck & Co., INc., West Point, Pa. 
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Quantum Sufficit 


The 650 citizens of Gackle, N.D., have placed the 
following ad in several publications: ‘“Wanted: 
An Albert Schweitzer to practice medicine where 
needed. Integrated community, opportunity for 
challenging, purposeful, yet rewarding service.” 


To date, they are still minus a doctor. 


A long-term trend toward lower birth rates seems 
in the making. The National Office of Vital Sta- 
tistics said that for the first quarter of this year, 
births are 2 per cent below the figure for the same 
period in 1959. 


Hearings on legislative 
appropriations for 1961 
revealed that the Senate 
plans to hire a physical 
therapist at a starting 
salary of $4,980. 


Older workers’ output rivals that of younger people 
in both quantity and quality, according to a Bu- 
reau of Labor Statistics study. They also have a 
steadier production rate, with considerably less 
variation from week to week. About 45 per cent 
of 45-and-over office workers produce at a higher 
rate than those in the 35-44 group. 


The federal government 
is starting some official 
monkey business. Hop- 
ing to overcome a short- 
age of monkeys for med- 
ical research, the 
government will begin 
construction of a mon- 
key farm near Portland, 
Ore., this fall. Five more 
centers, each costing $2 
million, may appear 
elsewhere around the 
country. They will be 
run by the USPHS. 
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Norman Jaspan, a man- 
agement consultant, 
says widespread em- 
ployee dishonesty, ex- 
orbitant waste and mis- 
management are driving 
the nation’s volunteer 
hospitals to the brink of 
bankruptcy—at a time 
when their services are 
more and more in de- 
mand. 


Seven out of every ten workers, covered by insur- 
ance programs under collective bargaining, are 
paid part of their salaries when they are unable 
to work because of illness or injury, the Health 
Insurance Institute reports. 


Because of serious water shortages in many 
areas of the U.S., the government is pushing 
plans to back construction of plants to convert 
salt water to fresh water. 


Liquor dealers attending 
the National Liquor 
Stores Association meet- 
ing in New York re- 
ported that 70 to 75 per 
cent of their customers 
are women. 


The House of Representatives will take out health 
insurance on its members and staff next year. 
Taxpayers will foot the $200,000 bill. 


French physicians are protesting a new govern- 
ment-set fee schedule by falsifying forms and 
creating general chaos. The schedule pays $2.60 
(or less) for house calls, $1.60 (or less) for office 
visits. With minor cuts being billed as “severe 
lacerations,”’ the red-tape procedure has become 
a sabotage device. 


lj 
| 
| 
CWC 
WELCOM 
| 
NK 
CP 15 
4 


The Aged 


-and a natural way to meet their special nutrition needs 
with fresh-flavor, economical Carnation Instant. 


Finicky appetites, dental problems, food _ nonfat milk. Because your patients can add 
costs—one or more often play a part incon- _ this additional amount, 
tributing to poor diet for the elderly. they get needed nutrients 
A pleasant natural way to help improve §—without excessive calo- 
their nutritional status is the excellent new ries. And its richer, more 
food — new Carnation Instant Nonfat Dry delicious flavor mixed 
Milk mixed 25% over-strength. over-strength is a natural 
One-third cup extra crystals per liquid way to extra nutrition 
quart when mixing provides 25% more cal- __ they'll enjoy. Costs them 
cium, protein, and B-vitamins than ordinary _ only 10¢ a quart. 
ANOTHER QUALITY PRODUCT OF CARNATION COMPANY, LOS ANGELES 36, CALIFORNIA 
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1120 Boylston Ave., Seattle, Wash. 
DANIEL M. ROGERS, M.D. 

2 Cherry St., Wenham, Mass. 
HERBERT W. SALTER, M.D. 

4900 Euclid Ave., Cleveland, Ohio 


Terms to Expire 1963: 
DONALD H. Kast, M.D. 
Bankers Trust Bldg., Des Moines, Ia. 
JULIUS MICHAELSON, M.D. 
Box 945, Foley, Ala. 
WALTER W. SACKETT, JR., M.D. 
2500 Coral Way, Miami, Fla. 
Fount RICHARDSON, M.D., ex officio 
316 W. Dickson, Fayetteville, Ark. 
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National Officers 
and State Chapter 


Presidents 
and Secretaries 


Alabama. President: Winston A. Edwards, M.D., Hill St., 
Wetumpka; Executive Secretary-Treasurer: Mary W. 
McMaster, 19 S. Jackson St., Montgomery 4 


Alaska. Acting Secretary: J. William Gibson, M.D., 188 S. 
Franklin, Juneau 


Arizona. President: Samuel H. Hale, m.p., 200 E. Monterey 
Way, Phoenix; Secretary: Noel G. Smith, M.p., 3614 N. 
15th Ave., Phoenix 


Arkansas. President: Guy R. Farris, M.D., 810 W. 2nd St., 
Little Rock; Secretary-Treasurer: Thomas D. Honey- 
cutt, M.D., 509 Cross St., Little Rock 


California. President: Leon O. Desimone, M.D., 610 S. 
Broadway, Los Angeles 14; Secretary: J. Blair Pace, 
M.D., 408 Cassidy St., Oceanside; Executive Secretary: 
Mr. William W. Rogers, 461 Market St., San Francisco 


Colorado. President: Roger Neil Chisholm, M.D., 5101 E. 
Yale, Denver 22; Executive Secretary: Kenneth H. 
Beebe, M.D., 101 S. Division Ave., Sterling 


Connecticut. President: Rudolph A. Damiani, M.pD., 5 Cooke 
St., Waterbury 10; Secretary: D. Norman Markley, 
M.D., 422 Farmington Ave., Hartford 5; Executive 
Director: Mr. Lee Isenberg, 179 Allyn St., Hartford 


Delaware. President: Harry Taylor, M.D., 1833 Lancaster 
Ave., Wilmington; Secretary: Frank W. Baker, Jr., M.D., 
207 S. Maryland Ave., Wilmington; Executive Secretary: 
Mr. Lawrence Morris, Jr., 1925 Lovering Ave., Wil- 

_mington 


District of Columbia. President: Beveridge Miller, M.p., 
1028 Connecticut Ave., N. W., Washington 6; Secretary: 
William Robert Perkins, M.D., 1463 Rhode Island Ave., 
N.W.,Washington 3; Executive Secretary: Mr. H. James 
Carter, 3315 Brooklawn Terr., Chevy Chase, Md. 


Florida. President: Elmer B. Campbell, M.D., 226 6th St., S., 
St. Petersburg; Executive Secretary: Mr. Marshall D. 
Brainard, 1453 Louisa St., Jacksonville 


Georgia. President: Ben Keith Looper, M.p., Cherokee 
Clinic, Canton; Secretary-Treasurer: W. Mercer Mon- 
crief, M.D., 756 Cypress St., N.E., Atlanta; Executive 
Secretary: Mr. Milton D. Krueger, 938 Peachtree St., 
N.W., Atlanta 


Hawaii. President: J. I. Frederick Reppun, M.D., 45-461 
Pua Inia, Kaneohe, Oahu; Secretary-Treasurer: David 
K. L. Pang, M.D., 1741 Nuuanu Ave., Honolulu 14; 
Executive Secretary: Mr. R. M. Kennedy, 510 S. Bere- 
tania St., Honolulu 
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State Chapter 
Presidents and Secretaries 


Idaho. President: Arch T. Wigle, M.D., 1605 N. Arthur, 
Pocatello; Secretary-Treasurer: Jay Peterson Merkley, 
M.D., Box 308, Pocatello 


Illinois. President: John C. Smith, M.D., 2227 S. 52nd Ave., 
Cicero; Executive Director: Harry Marchmont-Robin- 
son, M.D., 14 E. Jackson Blvd., Chicago 


Indiana. President: Harry Pandolfo, M.D., 234 E. Southern 
Ave., Indianapolis 25; Executive Secretary: Mr. Charles 
G. Dosch, 1403 N. Delaware St., Indianapolis 


Iowa. President: L. H. Jacques, M.D., 2 S. Linn St., Iowa 
City; Secretary-Treasurer: Verne Leroy Schlaser, M.D., 
711 E. Locust, Des Moines; Executive Secretary: Mrs. 
Isabelle Wandling, Bankers Trust Bldg., Des Moines 


Kansas. President: Cloyce A. Newman, M.D., 603 Mills 
Bldg., Topeka; Secretary-Treasurer: Norman H. Over- 
holser, M.D., 300 S. Main, El Dorado; Executive Secre- 
tary: Mr. Gene M. Wilcox, 506 State Bank Bldg., Winfield 


Kentucky. President: John G. Archer, M.D., Prestonsburg 
Hospital, Prestonsburg; Executive Secretary: James S. 
Williams, M.pD., 1169 Eastern Pkwy., Louisville 

Louisiana. President: Joseph W. Crookshank, M.D., 210 S. 
Ryan St., Lake Charles; Secretary: Francis I. Nicolle, 
M.D., 1326 Foucher St., New Orleans 15; Executive 
Secretary: Mrs. Helen Lear, 4719 S. Carrollton Ave., 
New Orleans 


Maine. President: Norman E. Dyhrberg, M.D., 323 Main 
St., Cumberland Mills; Secretary-Treasurer: John D. 
Denison, M.D., 105 Brunswick Ave., Gardiner 


Maryland. President: Walter A. Anderson, M.D., 3001 Shan- 
non Dr., Baltimore; Secretary: Charles P. Crimy, M.D., 
2722 E. Monument St., Baltimore; Executive Secretary: 
Mr. William J. Wiscott, 3722 Greenmount Ave., Balti- 
more 


Massachusetts. President: Charles A. Herrick, M.D., 21 
Union St., Manchester; Secretary: Charles W. Stratton, 
M.D., 2 Park St., Lee; Executive Secretary: Mr. William 
T. Maloney, 6 Beacon St., Boston 

Michigan. President: Howard C. Rees, M.D., 15700 Mack 
Ave., Detroit 24; Executive Secretary: E. Clarkson 
Long, M.D., 2626 Rochester Ave., Detroit 

Minnesota. President: Cyril R. Tifft, M.D., 806 E. 7th St., 
St. Paul 6; Secretary-Treasurer: Charles Joel Beck, M.D., 
147 7th Ave., N.E., North St. Paul; Executive Secre- 
tary: James A. Blake, M.D., 15 9th Ave., S., Hopkins 


Mississippi. President: Robert James Moorhead, M.D., 107 
E. Jefferson St., Yazoo City; Secretary-Treasurer: John 
Roy Bane, Jr., M.D., 809 Westland Plaza Arcade, Jack- 
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son; Executive Secretary: Miss Louise Lacey, Box 1435, 
Jackson 


Missouri. President: Preston C. Hall, M.p., 3902A Lafa- 
yette, St. Louis 10; Secretary-Treasurer: John F. Pearl, 
M.D., St. Clair; Executive Secretary: Mr. Raymond Mc- 
Intyre, 622 Missouri Theatre Bldg., St. Louis 


Montana. President: Harry R. Soltero, M.D., 315 No. Broad- 
way, Billings; Secretary-Treasurer: Vernon D. Standish, 
M.D., 127 McLeod, Big Timber 


Nebraska. President: Rudolph F. Sievers, M.D., Blair Clinic 
Bldg., Blair; Secretary-Treasurer: John A. Brown, III, 
'M.D., 113 N. 11th St., Lincoln; Executive Secretary: Mrs. 
Aletha E. Kos, 412 Lincoln Liberty Life Bldg., Lincoln 


Nevada. President: Roy M. Peters, m.p., 475 S. Arlington 
Ave., Reno; Secretary-Treasurer: John M. Watson, M.D., 
1845 G. Prater Way, Sparks 


New Hampshire. President: Reginald F. DeWitt, M.p., 174 
Main St., Plymouth; Secretary: William F. Putnam, 
M.D., Lyme; Executive Secretary: Mr. Hamilton Put- 
nam, 18 School St., Concord 


New Jersey. President: Benedict B. Scasserra, M.D., 164 
Nassau St., Princeton; Secretary: George C. Parell, M.D., 
467 Mount Prospect Ave., Newark; Executive Secretary: 
Mr. Arthur R. Ellenberger, 120 Halsted St., East Orange 


New Mexico. President: C. Pardue Bunch, M.D., Medical 
Center, Artesia; Secretary-Treasurer: Randall William 
Briggs, M.D., 406 N. Pennsylvania, Roswell 


New York. President: Louis Bush, M.D., 752 Merrick Rd., 
Baldwin; Secretary-Treasurer: Raymond S. McKeeby; 
M.D., 84 Main St., Binghamton 


North Carolina. President: Ralph B. Garrison, M.D., 222 
Main St., Hamlet; Secretary-Treasurer: John R. Bender, 
M.D., Nissen Bldg., Winston-Salem; Executive Secretary: 
Mrs. Ann Collins, 124 Rhyne Ave., Winston-Salem 


North Dakota. President: William M. Buckingham, M.D., 
Box 6, Elgin; Secretary-Treasurer: Richard DePuy Nier- 
ling, M.D., 401 3rd St., S.E., Box 951, Jamestown 


Ohio. President: Lewis W. Cellio, M.D., 1269 Grandview 
Ave., Columbus; Executive Secretary: Mr. Robert Wil- 
son, 1500 W. 3rd Ave., Columbus 


Oklahoma. President: Robert T. Sturm, M.D., 1111 N. Lee, 
Oklahoma City; Secretary-Treasurer: Arnold G. Nelson, 
M.D., Box 5646, Midwest City; Executive Secretary: 
Mrs. Leona Duncan, 503 Medical Arts Bldg., Okla- 
homa City 
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Oregon. President: Stanley A. Boyd, M.D., Medical Dental 
Bldg., Portland; Executive Secretary: Mr. George Wann, 
9633 N. Portsmouth, Portland 


Pennsylvania. President: James D. Weaver, M.D., 3123 
State St., Erie; Secretary: Winfield B. Carson, Jr., M.D., 

’ 3361 Bethel Church Rd., Bethel Park; Executive Direc- 
tor: Mr. David M. Cleary, Box 83, Upper Darby 


Puerto Rico. President: Hector M. Sampayo, M.D., Box 
1809, San Juan; Secretary-Treasurer: Ralph J. Lum, Jr., 
M.D., 601 Miramar Avenue, Santurce 


Rhode Island. President: Frank C. Jadosz, M.D., 1300 
Elmwood Ave., Cranston; Secretary-Treasurer: Richard 
J. Kraemer, M.D., 2907 Post Rd., Greenwood P.O., War- 
wick; Executive Secretary: Mrs. Madeline Flanigan, 
2907 Post. Rd., Greenwood P.O., Warwick 


South Carolina. President: William T. Hendrix, M.D., 
Andrews Bldg., Spartanburg; Secretary-Treasurer: Hor- 
ace M. Whitworth, M.D., 301 E. Coffee St., Greenville; 
Executive Secretary: Mrs. Inez C. Lytle, 301 E. Coffee 


E. Gahringer, Jr., M.D., Medical Arts Bldg., Wenatchee; 
Executive Secretary: Mr. Walter Lapsley, 216 W. 37th 
St., Vancouver 


West Virginia. President: J. Keith Pickens, m.p., 116 S. 
5th St., Clarksburg; Secretary: Liskie J. Moore, M.D., 
1024 5th Ave., Huntington 1; Executive Secretary: Mr. 
Donley T. Schultz, Box 1187, Fairmont 


Wisconsin. President: Charles J. Picard, M.D., 425 21st 
Ave., E., Superior; Secretary-Treasurer: John A. Kelble, 
M.D., 2040 W. Wisconsin Ave., Milwaukee; Executive 
Secretary: Mr. Robert H. Herzog, 2040 W. Wisconsin 
Ave., Milwaukee 


Wyoming. President: Walter R. Cockley, M.D., 1709 Carey, 
Cheyenne; Secretary-Treasurer: Willard H. Pennoyer, 
M.D., Hynds Bldg., Cheyenne 


Send for this new catalog! 
Contains very interesting 
array of frequently used 
items such a 


St., Greenville 


South Dakota. President: Gerritt J. Bloemendaal, M.D., 
Ipswich; Secretary-Treasurer: Howard R. Wold, M.D., 
820 N. Washington, Madison 


Tennessee. President: Estill L. Caudill, Jr., M.D., 301 
Watauga Ave., Elizabethton; Secretary-Treasurer: Wen- 
dell W. Wilson, M.D., 1200 Hadley St., Old Hickory; 
Executive Director: Miss Betty Taylor, Mid-State Med- 
ical Center, 2010 Church St., Nashville 


Texas. President: E. Sinks McLarty, M.D., 1906 21st St., 
Galveston; Executive Secretary: Mr. Donald C. Jack- 
son, 1905 N. Lamar Blvd., Austin 


traction 
devices, forceps 
and scissors. Since 1895 
-the standard of Quality! 
Write DePuy Manufacturing 
Co., Inc., Warsaw, Indiana 
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Utah. President: Eugene Y. Hall, m.p., 141 E. 2nd §., 
Salt Lake City; Secretary-Treasurer: Harold E. Young, 
Jr., M.D., 2S. Main St., Midvale 


Vermont. President: Donald W. Humphreys, M.D., 212 
Silver St., Bennington; Secretary-Treasurer: Edward B. 
Crane, M.D., Box 306, Charlotte 


Virginia. President: Boyd H. Payne; M.D., Professional 
Bldg., Staunton; Secretary: Samuel F. Driver, M.D., 
3604 Williamson Rd., Roanoke; Executive Secretary: 
Mrs. Louise B. Greiner, 4205 Dover Rd., Richmond 


Washington. President: John C. Ely, M.D., E. 10706 
Sprague Ave., Opportunity; Secretary-Treasurer: John 
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HE PRESENTED A 


EMOTIONAL 


PROZINE has demonstrated particular effectiveness 
in the patient with moderate to moderately severe 
emotional problems, especially e anxiety expressed 
as somatic disorders e moderate to severe psycho- 
neuroses e mild psychotic states 

PROZINE encourages patient cooperation and re- 
habilitation. Dual action and low dosages minimize 
side-effects. Of 203 outpatients studied by Knox,' 
marked reduction in anxiety and agitation occurred 
in 85%, moderate reduction in 14%. 


1. Knox, S.C.: The nervous system never rests, Scientific Exhibit. 
A.P.A., Philadelphia (April 27-30) 1959. 


For further information on prescribing and administering PROZINE 
see descriptive literature, ilable on request. Wyeth Laboratories, 
Philadeiphia 1, Pa. 


meprobamate and promazine hydrochloride, Wyeth 
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Letters from Our Readers 


Yours Truly 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


Not So Special 


Dear Sirs: 

In the February 27, 1960 issue of the Journal of 
the American Medical Association, the AMA House 
of Delegates was reported as being in favor of desig- 
nated examiners to conduct examinations for private 
pilot licenses, stating that the examiner must be a 
doctor of medicine with “special knowledge and 
proficiency in certain techniques.” 

This is the same sort of nonsensical, say-nothing 
statement that all government agencies use when 
they have no facts to back up demands. I ask you— 
“what special techniques?” 

Based on the two forms that are required for per- 
forming the physical examination for a third class 
medical certificate, for private pilots, the only two 
pieces of equipment needed that might possibly not 
be standard in any medical office is the Snellen eye 
chart and a set of Ishihara plates for testing color 
vision. 

I would also like to point out that Form 
ACA-1005T, Government Printing Office, 10-52 
which has been in use and gave adequate instructions 
for completing the form and where to send the re- 
ports has been superseded by Form FAA-1005 (5-59) 
which has deleted all instructions to the examiner. 
The date, May, 1959, indicates the FAA had made 
its decision long before the hearing. 

If a general physician does not have the skill re- 
quired to perform this examination then he is not 
qualified to practice any form of medicine. 

I have been a private pilot for over two years and 
during that time have performed many flight physi- 
cals and have had no difficulty in getting them pro- 
cessed. An occasional applicant has needed further 
field testing because of partial red-green blindness. I 
have never had an application returned to me as 
being incomplete, inaccurate or unacceptable for any 
reason. 

I really wonder if these committeemen have ever 


GP July 1960 


been in a private plane or flown one or know what 
“special skills’ a pilot requires. I wonder, too, if they 
read these forms and knew when they made their 
statement what “special techniques” the doctor must 
have acquired to evaluate the applicant. If any 
“special skills” are required they have certainly not 
asked for them in the forms the government requires 
us to fill out. 
EUGENE WINOGRAD, M.D. 

South Houston, Tex, 


None Won One 


Dear Sirs: 

I wish to thank you for your answer to “‘None (Is 
or Are) Perfect” in the April Yours Truly. 

From time to time I have insisted that “none” may 
mean one or many and have used “is” or “‘are’”’ to 
convey my meaning. It is a great satisfaction to be in 
such distinguished company. 

JacoB M. BODENHEIMER, M.D. 
Shreveport, La. 


Sticky Consistency 
Dear Sirs: 

In my humble opinion the American Medical Asso- 
ciation is making a big mistake in opposing the 
Forand bill and at the same time saying the present 
social security program is a good thing. The AMA 
should be consistent and oppose both of them, and 
for the same reason: that they are compulsory. 

For the life of me I cannot understand how the 
U.S. Government can constitutionally tell an Ameri- 
can worker that before he can take a job he has to 
have a social security number and that a certain 
percentage of his pay must go for insurance. Why a 
man has to buy insurance if he does not want to is 
beyond my understanding. After all, it is his money. 

This is an entirely different principle from income 
taxes or any other taxes. It is money the government 
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Novahistine® works better than antihistamines alone 


Stuffy, runny noses...swollen, weepy eyes 
are more effectively relieved with Novahistine. The 
distinctly additive action of the vasoconstrictor 
and antihistamine combined in Novahistine re- 
lieves allergic symptoms more effectively than 
either drug alone. 


One dose of 2 tablets for day-long or night-long relief. 
Each long-acting tablet contains 25 mg. phenylephrine 
HCl and4 mg. chlorprophenpyridamine maleate.: 
Bottles of 50 and 250 green, film-coated tablets. 


Novahistine 
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is withholding from a worker at the present time to 
give back to him in the future as an annuity. Insur- 
ance is a great thing but why does it have to be 
compulsory? 

The whole social security program seems uncon- 
stitutional to me and unAmerican in principle. Com- 
pulsory health insurance (the Forand bill) is certainly 
no worse in principle than the Old Age and Survivors 
Insurance (Social Security)—it is the same principle 
and merely an extension of it. I think it is regrettable 
the AMA did not strongly oppose the social security 
program when it was first proposed years ago. If it 
had done so, it would not be inconsistent today in 
opposing the Forand bill. 

JAMES K. HALL, M.D. 
Richmond, Va. 


“Credulitis” 


Dear Sirs: 

The editorial, ““The Chiropractic Banner,” in the 
April issue reminded me of something I hadn’t 
thought of in years. 

Cirea 1917, the Smiths (I will call them) were 
dear family friends. They were well to do, and Mrs. 
Smith had sufficient leisure, and money, to thor- 
oughly enjoy “delicate” health. From time to time, 
she would go to the hospital for a week or so to rest 
her nerves. 

It is not too surprising that Mrs. Smith became 
one of the converts to the great efficacy of Dr. 
Abrams’ “black box.” This, you may recall, was a 
black box with metal knobs to be grasped by the 
patient, who thereupon felt a very faint tingling. The 
tingling proved that beneficial currents were coursing 
through the body, accomplishing major cures of all 
types. 

In vain my physician father took a “black box” 
apart before Mrs. Smith’s very eyes, to show her it 
contained nothing but a low-volt battery. Mrs. Smith 
was still of the same opinion—in fact, she even ar- 
ranged to have her “high strung’ young son take 
black box half-treatments (full treatments might be 
too strong for a delicate young boy). 

Dr. Abrams then came up with a new idea. The 
patient was to send him a drop of blood on a blot- 
ter—Dr. Abrams sent back the diagnosis. Mrs. Smith 
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naturally wished to have the word from the great 
man himself, so duly sent off her blotter. Back came 
the diagnosis: syphilis. This was in the days when 
ladies rarely admitted having ever heard of “‘a social 
disease.” 

However, Dr. Abrams’ long-distance diagnosis did 
effect a cure. Mrs. Smith made an immediate, com- 
plete and lasting recovery from credulitis. 

NAME WITHHELD ON REQUEST 


Leaps and Bounds 


Dear Sirs: 

This morning I received a very nice letter thanking 
me for my contribution to the Building Fund. I want 
you to know it was a wonderful letter and deeply 
appreciated. My only regret is that I was not able 
to give more. I am, of course, deeply interested in 
the Academy of General Practice and without doubt, 
in my estimation, it has increased the efficiency of 
its members 100 per cent. This means the patients 
are to receive the benefit from their doctors by being 
kept up to date. 

I practice in a small town and I have always gone 
to all the-medical meetings I possibly can as I enjoy 
meeting and hearing the outstanding men who are 
guest speakers. In the past I have been appalled that 
so few general practitioners attended the meetings 
but it is a different story now. It is very gratifying 
to see the Academy membership increasing by leaps 
and bounds. 

ARCHIE D. McMuRDo, M.D. 
Heppner, Ore. 


Group Practice Query 


Dear Sirs: 

As a member of the Academy for over four years, 
it seems reasonable to turn to you for advice. 

I have been in rural practice for five years and I 
would imagine by most standards that I have a very 
sizable practice. There are many aspects of my situa- 
tion that warn me that with the future in mind my 
practice is fast becoming a luxury item. Of course, 
“D Day” for income tax has been the real jolting 
factor and while the ego is nurtured by loyal, satis- 
fied patients, the government has to be fed also. 


Yours Truly 
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Beating 
too fast? 
Slow it 
down with 


4 EW 2 AS j L Serpasil has proved effective as a heart-slowing agent in the 


(reserpine cis) following conditions: mitral disease; myocardial infarction; 
cardiac arrhythmias; neurocirculatory asthenia; thyroid toxicosis; excitement and effort 
syndromes; cardiac neurosis; congestive failure. Serpasil should be used with caution in 
patients receiving digitalis and quinidine. It is not indicated in cases of aortic insufficiency. 
suppPLieD: Tablets, 0.1 mg., 0.25 mg. (scored) and 1 mg. (scored). Complete information available on request. cl Rs 
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Yours Truly 


I have been investigating group practice for some 
months now and it appears to me that it offers much 
benefit. My residency training was in pediatrics and 
it has been invaluable in my general practice. Could 
you tell me the best way to go about investigating 
an opening with a group? 

A. E. MOSELEY, JR., M.D. 
Jarrettsville, Md. 


Farce of the Year 


Dear Sirs: 

I heartily endorse your editorial, ‘‘The General 
Practitioner of the Year Award,” in the April GP. 
The AAGP is rightfully the organization that should 
select the recipient of the title ‘“General Practitioner 
of the Year.”’ To continue the present system would 
be as rational as having the AAGP select the out- 
standing or typical ‘“Neurosurgeon of the Year,’’ or 
some other such specialty. 

JACK TILLER, M.D. 
Wichita, Kan. 


Dear Sirs: 

I wholeheartedly agree that the award of ‘‘General 
Practitioner of the Year” as sponsored by the Ameri- 
can Medical Association is a farce. 

I sincerely hope the AAGP can persuade the AMA 
to discontinue same. 

P. M. KINNEY, M.D. 
Bennettsville, S.C. 


Impressed Guest 


Dear Sirs: 
May I take just a moment to express my apprecia- 
tion for the opportunity to attend the annual meet- 
ing of the Academy. It was a pleasure to meet many 
of your prominent members and to gain a greater 
understanding of the organization. 
Again, my appreciation for your hospitality and 
for the association of our two organizations in the 
past and, I trust, the future. 
E. HENRY LAMKIN, JR. 
Vice President 

Student American Medical Association 

Chicago, IIl. 
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Best for Busy Medicos 


Dear Sirs: 

Enclosed is a check for a subscription to GP at the 
special intern-student rate of $5 per year. 

GP is an excellent publication and its interesting 
articles and well planned format make for convenient 
and easy reading which is especially appreciated by 
busy physicians and students. 

I am desirous of having my own subscription so 
that I may save the copies for future reference. Con- 
gratulations on an excellent job well done. 

WILLIAM R. FAIR 
Philadelphia, Pa. 


Outdoor Therapy 


Dear Sirs: 

Much has been written about rehabilitation but 
the methods are still slow and laborious. Reviewing 
past experiences in 25 years of general practice, I feel 
urged to present my experiences with what I will 
term “Outdoor Therapy.” 

With this added feature much can be done by the 
patient himself and he need not go without help even 
if he does not live close to a rehabilitation center. 
With the help of others and the ingenuity of his own 
family doctor, rehabilitation can take place right at 
home with all the pleasures of his own back yard. 

I was thrilled recently to meet an old patient I had 
first seen 20 years ago. At that time he was crippled 
with rheumatoid arthritis and had been confined to 
bed for six months. Now he presented a picture of 
health and dignity at the age of 72. 

I had put him on an outdoor regimen. It being late 
spring this was easily possible with the cooperation 
of the family. A hard bench for rest and exercise, a 
sun trap and an available pool for hydrotherapy had 
helped to bring on his fine recovery. He has con- 
tinued to use a very firm bed. Next to the outdoors, 
this rigid type of bed gives the best possible air in- 
take. It is on the principle of the best possible air 
intake that outdoor therapy has, in my experience, 
given such good results in rehabilitation. It is, I think, 
also one of the best principles for the prevention of 
chronic illness. 

An important radar operator during World War 
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dihydrohydroxycodeinone hydrochloride, 
inone terephthalate, 
38 mg. homatropine terephthalate, 224 me. 
acetylsalicylic 
32 mg. caffeine. — 


eat 


Literature? Write 
ENDO LABORATORIES 
Richmond Hill 18, New Yo 


MORE THOROUGH RELIEF —per- 


Yours Truly 


II was a victim of poliomyelitis at the age of 17. 
Severely crippled, he was put on a regimen of outdoor 
therapy with rapid recovery. By building him an 
outdoor workbench, his interest in electronics was 
encouraged. 

Another boy with arthritis got excellent results 
after his father put his bed on wooden rails. These 
were gradually extended during the summer months 
until the end of the rails reached the woods on their 
farm. During the deer season he got well enough to 
shoot deer from his bed. 

Our forests could furnish wonderful outdoor ther- 
apy facilities. I have sent many a heart case to hike 
leisurely through the woods and got much better re- 
sults than with any indoor activity. 

One patient with essential hypertension got excel- 
lent results when he started trimming fir trees. This 
work improved his chest expansion and his muscle 
tone. He could soon climb the hill to the timber 
without getting out of breath. With medication alone 
his progress had been disappointing. 

Mental institutions, county farms, nursing homes, 
convalescent hospitals and even general hospitals 
should utilize what outdoor facilities are available 
or can be made available so as to get the best possible 
results. Wonderful work is done by many institutions 
in their indoor rooms but my experience indicates 
that the results will be more rapid if outdoor therapy 
is also utilized. 

Our Multnomah County pilot study on rehabili- 
tating stroke cases is showing what indoor physio- 
therapy can do. When an outdoor regimen is added a 
comparison of results can be made. Outdoor therapy 
should begin slowly and safely, also with all possible 
comfort. 

Passive exercise will be more pleasant with sky 
and clouds to look at instead of a ceiling and four 
walls and the pain of active exercise will probably 
be less when something different can be seen and 
heard with every turn. 

We already know that neuromuscular rehabilita- 
tion is enhanced by a greater bombardment of the 
nervous system by external stimuli which are cer- 
tainly increased by outdoor therapy. The outdoors 
also gives a feeling of freedom that prevents the pa- 
tient from becoming institutionalized. It gives him a 
feeling of hope and he gets interested in doing some- 
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thing. With this spirit much can be done that was 
formerly considered impossible. 

This should especially be considered in the case of 
the mentally ill. Those who are dismissed after drug 
therapy often come back. If outdoor therapy had 
been added while taking their drug treatment, their 
recovery would probably be more permanent. Tran- 
quilizers may suddenly become disappointing unless 
we use the periods of tranquility to get patients into 
better condition, both physically and mentally by 
the help of outdoor therapy. 

Rehabilitation has two stages, the attaining of 
ability to help oneself and then the important step 
of beginning to aid someone else. I have pointed out 
how outdoor therapy can make the attainment of 
these steps more rapid and more permanent. 

REGNER W. KULLBERG, M.D. 
Multnomah County, Ore. 
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*Academy chapter meetings and postgraduate courses, as well 
as other medical meetings in which general practitioners will 
have an interest, appear here monthly. 


*Classified by the Commission on Education as acceptable for 
postgraduate study credits under Category I. Members should 
report actual hours of attendance. Maximum hours listed when 
available. 


JULY 

*16: Blue Ridge (Virginia) chapter, clinical symposium, 
Hotel Roanoke, Roanoke, Va. (8 hrs.) 

*18--21: New Mexico chapter, annual meeting and summer 
clinic, Ruidoso, N.M. (12 hrs.) 

*18-24: Duke University, postgraduate medical course, 
Morehead City, N.C. (24 hrs.) 

18-30: Michael Reese Hospital, course in electrocardio- 
graphic interpretation, Michael Reese Hospital, Chicago. 
(92 hrs.) 

*19: Memphis (Tennessee) chapter, course on medicolegal 
problems, Medical-Surgical Building, Memphis. (1 hr.) 

*20-21: Colorado chapter, Colorado State Medical Society 
and Colorado Division of the American Cancer Society, 
Rocky Mountain Cancer Conference, Denver-Hilton 
Hotel, Denver. (10 hrs.) 
21-23: University of Colorado, course in dermatology, for 
general practitioners, Colorado Medical Center, Denver. 

*22-24: New York Academy of Medicine and Seminars on 
Hypnosis Foundation, seminar on hypnosis, Waldorf 
Astoria Hotel, New York City. (21 hrs.) 

29-31: Colorado chapter, hypnosis symposium, Denver (24 

hrs.) 


AUGUST 
4-7: Washington chapter, annual meeting and second 

Northwest Regional Meeting of Oregon, Idaho, Mon- 
tana and Washington chapters, Olympic Hotel, Seattle, 
Wash. 

*8: Harris County (Texas) chapter and University of Texas, 
course on low back pain, Jesse Jones Library Building, 
Houston. (1 hr.) : 

*11-13: University of Colorado, medical statistics for the 
clinician—‘‘What Numbers Can You Believe?”, Denver. 
(20 hrs.) 

*15-19: University of Colorado and Colorado Heart Associ- 
ation, western cardiac conference, Phipps Auditorium, 

Denver, Colo. (24 hrs.) 
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On the Calendar 


*16: Memphis (Tennessee) chapter, course on athletic in- 


juries, Medical-Surgical Building, Memphis. (1 hr.) 


*18: Tom Moore (Tennessee) chapter, course on surgical 


treatment of more common noncardiac congenital anom- 
alies and the hiatal hernia problem, Cookeville, Tenn. 
(2 hrs.) 

24-27: Sixth International Congress of Internal Medicine, 
Basle, Switzerland. 


SEPTEMBER 

*1-6: University of Colorado, course in pediatrics, Estes 
Park, Colo. (30 hrs.) 

*8-9: Nebraska chapter, annual meeting, Cornhusker Hotel, 
Lincoln. (9 hrs.) 

*12: Harris County (Texas) chapter and University of Texas, 
course on cervical disease and whiplash injuries, Jesse 
Jones Library Building, Houston. (1 hr.) 

13-15: American Cancer Society and the National Cancer 
Institute, fourth National Cancer Conference, University 
of Minnesota, Minneapolis. (21 hrs.) 

*14: New Jersey chapter, course on symptomatology of 
conversion phenomena and depressive reaction case 
demonstration, The Carrier Clinic, Belle Mead. (3 hrs.) 

*14-15: South Carolina chapter, 25th annual Piedmont 

Postgraduate Clinical Assembly, Clemson. (10 hrs.) 

14-15: Ohio chapter, annual meeting, Veterans Memorial 

Building, Columbus. 
15-22: World Medical Association, 14th General Assembly, 
Berlin, Germany. 
17: Pennsylvania Heart Association, annual meeting, Bed- 
ford Springs Hotel, Bedford, Pa. (3 hrs.) 
CONTINUED ON PAGE 207 


Annual AAGP Meetings 


Annual Scientific Assembly 
Apr. 17-20, 1961: Miami Beach Auditorium, Miami 
Beach, Fla. 
Annual Symposium on Infectious Diseases 


Sep. 23, 1960: Battenfeld Auditorium, Kansas City, Kan. 
Sep. 15, 1961: Battenfeld Auditorium, Kansas City, Kan. 


Annual State Officers’ Conference 
Sep. 24-25, 1960: Hotel Muehlebach, Kansas City, Mo. 
Sep. 16-17, 1961: Hotel Muehlebach, Kansas City, Mo. 


33 


| 
q ; 
yer 
| 
| 


whenever aspirin 
proves inadequate | 


Volume XXII, Number 1 GP 


= 
in rheumatic disorder 
rand of prednisone-phenylbutazone 
— 
165-60 
; 34 
| 
€ 


PERSONALITIES in the Medical News 


The Hon. Walter H. Judd, M.D. 
Now Is the Time for All Good Men... 


THE BEHIND-THE-SCENES WORK of a political convention 

is fascinating, the naming of chairmen and speakers 

a much-discussed subject, for party officials are just 

as concerned about the qualifications of the keynote speaker 
as they are about those of the candidates. In June, 

two men appeared to be in the running for the Republican 
keynote position—West Virginia’s Gov. Cecil Underwood and 
Rep. Walter Judd of Minnesota. The big money seemed to 
ride on Underwood, as he is running for senator, but when 
the smoke-filled rooms had cleared, Academy Member Judd 
had won the assignment. Judd, who has been in Congress 
since 1942, was a medical missionary in China who foresaw 
the coming conflict with Japan in 1938, returned to the U.S. 
for a cross-country swing of lectures on American 

foreign policy and our interests in the Pacific. His plans 

for this month’s important address: To state the truth. 


Charles A. Doan, M.D. 
For the Advancement of Medical Science 


EACH YEAR, the AMA presents its Distinguished Service Award 
to a physician “who has made a valuable contribution 

to the advancement of medical science.’’ Three men 

are nominated by the Board of Trustees 

and the final selection is made by the House of Delegates. 

At this year’s Miami Beach meeting, the gold medal and 
citation went to Dr. Charles Doan, dean of Ohio State 
University College of Medicine since 1944. Dean Doan, 

an international authority on hematology and blood diseases, 

is also professor of medicine and director 

of medical research at the university. A diplomate 

of the American Board of Internal Medicine, Dean Doan 

is president of the International Research Society 

and was chairman of the American College of Physicians’ Board 
of Governors three years. The dean, who will retire a year 

from this month, is a Johns Hopkins graduate. 
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‘Wider latitude in adjusting dosage 
| for better tolerated therapy — 


ARISTOGESIC allows an exceptionally wide 

latitude in adjusting dosage to the lowest 

effcetive level for relief of chronic —but less 
severe—pain of rheumatic origin. Combining 
the anti-inflammatory effects of ARISTOCORT® 
Triamcinolone with the analgesic action of a 


“highly potent salicylate, ARISTOGESIC permits 
therapy at dosages substantially lower than 
Benerally required for either agent alone. 


The lower dosages permit well-tolerated 
therapy for long periods of time and reduce 
the possibility of side effects. 


/ 


CAPSULES” 


: 
Indications: Mild to moderate cases of rheuma- 
toid arthritis, tenosynovitis, synovitis, bursitis, 
spondylitis, myositis, fibrositis, neuritis, and 
certain muscular strains. 


Dosage: Average initial dosage: 2 capsules 8 
or 4 times daily. Maintenance dosage to be 
adjusted according to response. 


Precautions: All precautions and contraindica- 

tions traditiona! to corticosteroid therapy should 

¢ ; be observed. The amount of drug used should be 
ee carefully adjusted to the lowest dosage which 

will suppress symptoms. Discontinuance of 
therapy must be carried out gradually after 
patients have been on steroids for prolonged 


periods. 

a Each ARISTOGESIC Capsule contains: 

ARISTOCORT Triamcinolone ........,........... 0.5 mg. 
Salicylamide............ Mg. 


Dried Aluminum Hydroxide 75 mg. 
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BELLER GAL effectively relieves distress of 


SPACETABS* hot flashes - sweating - headache 
- excessive fatigability 
- irritability - palpitation - insomnia 


“A double blind study shows that the integrative action of... Bellergal Spacetabs is well suited for the 
symptomatic treatment of patients with vasomotor symptoms. Excellent to good results were achieved 
in 78 per cent of all complaints in all ambulatory patients treated with Bellergal Spacetabs... 
Symptoms of autonomic instability in patients with psychosomatic disorders alone, in those in 
the menopause, or in those in whom it was concomitant with organic disease were well controlled.” 

Bernstein, A. and Simon, F.: Angiology 9:197, August 1958. 
BELLERGAL SPACETABS —Bellafoline 0.2 mg., ergotamine tartrate 0.6 mg., phenobarbital 40.0 mg. 
Dosage: 1 in the morning, and 1 in the evening. 


BELLERGAL TABLETS —Bellafoline 0.1 mg., ergotamine tartrate 0.3 mg., phenobarbital 20.0 mg. 
Dosage: 3 to 4 daily. In more resistant cases, dosage begins with 6 tablets daily and is slowly reduced. SAND< 
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The Bible of the Buyer 


Many breadwinners and housewives view Con- 
sumer Reports as an unerring buyers’ guide, 
dedicated to unbiased fact-finding and the judi- 
cious distribution of dollars. If they want a new 
electric razor, a power mower or a filtered 
cigarette, they turn to Consumer Reports, the 
bible of the buyer. 

We don’t mean to imply that the quest for 
expert guidance is immoral, irreligious or un- 
American. It’s done every day—for reasons that 
are sensible and sound. But it should be done 
by people who retain the capacity to think for 
themselves and who also recognize that even 
Consumers Union experts can be wrong. We 
refer, if any doubt remains, to the May Con- 
sumer Reports’ article entitled, “Some Creden- 
tials for the Modern Family Doctor.” 

Too many people, we believe, will read this 
error-packed article and conclude that “general 
practitioners are growing extinct.” They will 
further believe that such physicians have been 
prqessionally upstaged by internists (board- 
certified or self-ordained). 

Like any magazine, Consumer Reports is en- 
titled to an_ editorial opinion. But when it seeks 
to support a premise with “facts” that are 
clearly wrong, we feel compelled to view with 
alarm. For example, the article’states that “only 
about a third” of the practicing physicians in the 
United States are general practitioners. Any 
sophomore medical student knows better. The 
latest AMA figures show only 47 per cent of prac- 
ticing physicians are specialists. 

Perhaps staff writers were led astray by the 
“part-time specialist” classification. As men- 
tioned here before there’s just no such thing 
(we’re reminded of the girl who considered her- 
self a “part-time” prostitute). These physicians 
are general practitioners. Thus the fact is re- 
vealed that 53 per cent of all practitioners are 
nonspecialists or general practitioners. 
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An internist, by proper definition, is a specially 
trained consultant who limits his practice to 
medical diseases of the internal organs of adults. 
He does no surgery, obstetrics, pediatrics, gyne- 
cology, orthopedics, et cetera. He is often an 
expert diagnostician but he is not a family 
doctor. He is not qualified to assume total and 
continuing responsibility for the health care of 
the family as a unit for the simple reason he is 
not trained to do so. 

Nor is this simply our “unbiased” opinion. 

Here is what a prominent internist, an officer of 
a national medical society, recently pointed out 
to a general practitioner colleague: 
' “I do not personally believe an internist can 
serve as a ‘family doctor’ since he does not take 
care of children, obstetrics, surgery, et cetera, 
and since the major share of his work involves a 
periodic appraisal of the patient beginning with 
a rather detailed history and physical examina- 
tion.” 

The magazine overlooked an important point, 
cogently expressed by an Academy member at a 
recent Kansas City meeting. Said the doctor: 
“Any internist who wants to be a family doctor 
is a hungry internist.” These are wise, well- 
spoken words. 


Our 40 Years Below Ground 


LasTmonth, at the AMA’s Miami Beach meeting, 
we ambled through a model fallout shelter, pes- 
simistically termed “the family room of tomor- 
row.” An isometric view of the shelter appeared 
in the May 2 issue of the fledgling AMA News. 

We agree that the Boy Scouts’ motto has 
merit and we further concede that life in a stron- 
tium-90 atmosphere would be no bed of roses. 
But two of the fallout shelter features managed 
to crack an otherwise grim countenance. 

We noted, for example, that it featured an 
inlaid hopscotch game and a 40-year calendar. 
Does this hint that sheer survival may hinge on 
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Editorials 


playing hopscotch for 40 years? If it must in- 
clude something scotch, we’d cast a few votes 
for the bottled variety and perhaps a Ouija 
board that will tell us when it’s safe to come out. 
The shelter also includes a “‘simplified’’ map, 
presumably to help you find out where you are 
after you’ve been cooped up for 40 years—play- 
ing hopscotch. Like we said, it’s a pretty grim 
business. Let’s hope that everyone behaves. 


Communications 

THE PATIENT comes to the doctor. He tells his 
symptoms. Further inquiries are then made by 
the physician as to the length and duration of the 
symptoms, the patient’s health history in gen- 
eral, and the specific areas of concern. This is the 
essence of the medical history and the patient 
must have sufficient time to tell his story includ- 
ing in it, to keep pace with the times, something 
about his emotional reactions and the specific 
illnesses of his near relatives. 

While this is the way it’s supposed to go, the 
fact is that things rarely proceed in such direct 
fashion. When there is a considerable psychoso- 
matic component, which there usually is these 
days, the patient almost always skirmishes. He 
mentions a few inconsequential symptoms, while 
he checks us over as to whether we can be trusted 
with his real problem. But, as Meares points out 
in a provocative essay on communications (Lan- 
cet, Mar. 26, 1960) the patient frequently tells us 
something when he is talking about something 
else. 

Extraverbal communication or the emphasis 
placed on certain words, phonation including the 
pregnant “ums” and “ahs” which punctuate 
much of speech, tense expressions of the facial 
muscles, elaborate efforts at looking composed to 
cover up anxiety are all communications from the 
patient which are only partly under his control. 

The point is that there are many channels of 
communication between the patient and the phy- 


80 


sician. Words comprise but one. But even his use 
of words tells us much about a patient. The in- 
hibited, rigid and precise patient tends to empha- 
size the logical use of words whereas one of the 
earliest signs of schizophrenia is a loss of extra- 
verbal communication and its application of 
emphasis or innuendo. The anxious patient will 
sometimes use a stream of words as a defence to 
ward off our inquiring into matters which are 
painful. 

The physician who would be sensitive to what 
is going on in the patient’s mind must be con- 
scious of these channels of communication but 
equally more, in the author’s opinion, the phy- 
sician should be aware that he also is constantly 
communicating and by sometimes the nonverbal 
route which may be the most effective medium 
by which some ideas can be expressed. The way 
in which we lapse into silence, and the way in 
which we touch the patient speak much more 
eloquently than words of our interest and 


sympathy. 


So Many New Journals 


MEDICAL literature has increased so much in vol- 
ume during the last ten years that it is impossible 
for the physician to read even a small segment 
of it. Yet new medical journals appear each year, 
each journal appealing to the doctor for some of 
his reading time. The question might well be 
asked—Is this new journal necessary? Many of 
these new journals are specialty journals, ad- 
dressed to the specialist in a particular field, 
others are the bulletins of hospitals or medical 
societies. These again have a well-circumscribed 
function and appeal to a special group. Rarely is 
there a new journal on a national basis which 
fills a particular need not taken care of by jour- 
nals already in existence. 

Strangely enough, in spite of the many medical 
journals already in existence, except for the 
“throw-away” journals supported entirely by 
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advertisers, there has not been one devoted ex- 
clusively to drug therapy and clinical pharma- 
cology until the new journal, Clinical Pharma- 
cology and Therapeutics, appeared this year. 

The first issue has many sound and useful 
articles. It is under the able editorship of Dr. 
Walter Modell, director of clinical pharmacology, 


by a well-balanced medical board of physicians 
trained in clinical pharmacology and therapeutics. 
It is entirely possible that this new journal can 
help materially to straighten out for the prac- 
ticing physician the confused state of drug ther- 
apy existing today. The physician needs some 
authoritative information, free from prejudice or 
propaganda, to guide him. It looks as though this 
journal will be able to furnish this guidance to 
him. 


“Please, No More Lettuce Seed” 


A RETIRED FARMER and I were discussing social- 
ized medicine, or compulsory health insurance, 
and one of the statements he made was, “You 
know, Doc, this reminds me of the lettuce and 
tomato seed.’”’ Never having heard about the 
lettuce and tomato seed, I inquired of him what 
he meant, and this is what he told me. 

Many, many years ago, when the local politi- 
cians were running for office, in order to get the 
farmer’s vote, they offered the farmer lettuce 
seed and tomato seed. In hard times, when the 
farmer had difficulty in purchasing his yearly 
seed, these lettuce and tomato seeds were a 
worthwhile offering. In fact, you might say the 
politicians bought the farmer’s vote with the 
lettuce and tomato seeds. As time went on, in 
certain areas, the lettuce and tomato seeds were 
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dispossessed by promises of free irrigation in the 
form of a dam, or flood control, and more recently, 
by price control, farm support, et cetera. 

It seems that some of the politicians have run 
out of seeds and, therefore, to offer an induce- 
ment to the owner of the vote, they are dangling 
in front of him a new kind of seed . . . the seed 
of compulsory health insurance. 

At the time when money was important, after 
the depression of 1929, the “lettuce seed’”’ was 
shorter work hours and greater take-home pay, 
social security and compensation. Now the sop 
is free medical care and hospital care. I do not 
think that the political abuses are any greater 
now than they were 50 years ago, but politi- 
cians may attempt to capitalize on medicine be- 
cause the cost of living makes free care more 
desirable. It is simple to understand why indi- 
viduals should want free medical care. With a 
watch, they have something tangible. They use 
a watch. An automobile may be a source of 
pleasure or a source of livelihood; a radio or 
television set brings an amount of pleasure and 
enjoyment; but with illness, the person is getting 
something which he has not asked for, does not 
want, and after he has had it and has paid for 
it, he is no better off than he was before he got 
the illness. Therefore, he does not wish to pay 
for something of this nature. Many of the inde- 
pendent farmers, as well as enterprising business- 
men, have found out that every time the gov- 
ernment offers two cents, it takes four cents. It 
has taken them many years to find out that 
“lettuce seed’”’ which is offered, raises the price 
of the fertilizer necessary to grow the lettuce. 

The public is rapidly finding out that you 
cannot get something for nothing, that the cost 
of free aid by the government raises the eventual 
cost to the consumer. And so, I echo the voice 
of the retired farmer when I say, “‘Please, Mr. 
Forand, no more lettuce seed.” 

EDWIN MATLIN, M.D. 
Mt. Holly Springs, Pa. 
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Heat Illness 


SISTER MICHAEL MARIE, M.D. 


AND MATTHEW FERGUSON, M.D. 


Department of Medicine 
St. Vincent’s Hospital 
New York, New York 


Excessive heat may produce a number 

of different clinical conditions, some of which 
may be quite serious, requiring prompt 

medical treatment. An understanding 

of the mechanism of heat regulation in the body 
is necessary to appreciate derangements 

of body function caused by heat 

and the proper procedure to use as treatment. 
Hyperpyrexia and heat stroke are true 

medical emergencies, requiring prompt treatment. 
Even sunburn may be so serious as to become 

a major problem in therapy. 


HEAT ILLNESS, in one or more of its various 
forms, may be encountered in most of the con- 
tinental United States from New England to the 
southwestern states. Since changes in the classi- 
fication and treatment of these illnesses have 
been recommended, a review of the current ideas 
on therapy and pathophysiology is pertinent. 
The following classification, which is based on 
the clinical picture, is that recommended to the 
World Health Organization by the Committee on 
Climatic Physiology. It is evident that sharp 
lines of distinction between some of these ill- 
nesses cannot be drawn, for one can merge into or 
predispose to another. Some of the more familiar 
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terms, as sun stroke and heat prostration have 
been eliminated from the list: 


1. Heat stroke 

2. Heat hyperpyrexia 

3. Heat cramps ‘ 
4. Heat exhaustion 

a. Anhydrotic 

b. Salt deficiency (excluding heat cramps) 
c. Unqualified 

Sunburn 

. Prickly heat 

. Anhydrosis 

. Heat neurotic reactions 

. Other heat effects 


MN 


Heat Hyperpyrexia and Heat Stroke 


The literature would indicate that these two 
entities are of major concern only to the military 
physician. Unfortunately, this concern is not al- 
ways present among their civilian colleagues and 
may, in part, be responsible for the high mor- 
bidity and mortality of these illnesses in private 
practice. 

Heat hyperpyrexia and heat stroke are true 
medical emergencies in every sense, and any hesi- 
tation or indecisiveness in the diagnosis and 
treatment may result in death or in a perma- 
nently incapacitated patient. 

These two illnesses differ clinically in only one 
respect: heat stroke is accompanied by signs of 
central nervous system impairment. With this 
single difference, both are similar in patho- 
physiology and prognosis; more important, both 
should be treated in the same way. 

The criteria necessary for the diagnosis of heat 
hyperpyrexia are: a history of exposure to heat; a 
body temperature of 106°F. or over, and the pres- 
ence of dry, hot, flushed skin. To diagnose heat 
stroke, all these criteria plus the presence of ab- 
normal central nervous system signs must be 
present. It is necessary to realize that the heat 
exposure may be external, as with climatic heat 
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Heat Illness 


(whether it be in sunlight or shade), or internal, 
as in a pyrexial illness. 


PATHOPHYSIOLOGY 


An understanding of the body’s basic mecha- 
nisms for heat regulation is necessary if the clini- 
cian is to appreciate the evolution of any of the 
heat illnesses. 

The body loses heat by convection, conduction 
and the vaporization of sweat. At environmental 
temperatures over 86°F., vaporization increases 
in importance, and above 95°F., it is the only 
way by which the body can lose heat. Prevention 
of vaporization by improper clothing, closed 
areas, lack of air currents and defective sweat 
glands leads to an elevation of body tempera- 
ture. This, in turn, causes excessive stimulation 
of the neurons in the heat regulating center of the 
hypothalamus and eventually leads to their 
failure. Because of this breakdown, impulses are 
not transmitted to the cardiovascular and respir- 
atory centers and the normal compensatory in- 
crease in sweating and respirations does not 
occur. This break in the neurologic chain allows 
the body temperature to rise unchecked until the 
vasomotor centers are damaged and vascular 
collapse occurs, or until vital organs fail and the 
patient dies of hyperthermia with body tempera- 
tures reaching 110°F. 


PREDISPOSING FACTORS 


The clinician should recognize that there are 
certain situations that predispose to the develop- 
ment of the severe heat illnesses. Elderly people, 
especially the obese and those with chronic 
degenerative diseases, fall easy prey to sustained 
climatic heat. It is therefore not surprising that 
the largest single group of these hyperpyrexic 
illnesses seen at St. Vincent’s Hospital was 
comprised of elderly patients who were found, 
not on the broiling city street, but in a close, air- 
less room or apartment. A prolonged hot spell 
with its unrelenting day and night high tempera- 
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tures gives little respite to the overtaxed heat 
regulating mechanism in these individuals and 
results in the ultimate failure of this mechanism. 
The increased incidence of these two illnesses in 
the early summer months suggests that climatic 
adjustment takes time to develop. 

Surgeons and anesthetists may unwittingly set 
the stage for the development of heat hyper- 
pyrexia and heat stroke. The heavily draped, 
fluid restricted, premedicated surgical patient is 
a potential candidate. It should be emphasized 
that the belladonnalike drugs are remarkably 
effective in depressing perspiration with a subse- 
quent rise in the body temperature. 


CLINICAL PICTURE 


Heat hyperpyrexia is characterized by history 
of heat exposure; a body temperature of 106°F. or 
above, and the presence of hot, dry, flushed skin. 

Heat stroke is characterized by history of heat 
exposure; a body temperature of 106°F. or over; 
the presence of hot, dry, flushed skin, and evi- 
dence of central nervous system damage. 

In both diseases, the presenting clinical picture 
may be sudden collapse and fever, or, for several 
hours preceding this classic picture, the patient 
may have prodromata, such as fever, headache, 
restlessness, thirst and absence of sweating. 
Tachypnea and Cheynes-Stokes respirations may 
be seen as well as tachycardia and hypotension. 

Heat stroke may simulate a cerebrovascular 
accident, and this is a frequent error in diagnosis. 
If hyperpyrexia is present, the patient should be 
treated as a heat catastrophe until a definitive 
diagnosis can be made. The neurologic variations 
include coma, delirium, hemiplegia and convul- 
sions. 

The most significant laboratory findings are 
thrombocytopenia, leukocytosis, an elevated 
blood urea nitrogen and occasionally a prolonged 
prothrombin time. The spinal fluid may be mis- 
leading insofar as red cells and white cells may 
be seen, particularly in heat stroke. 
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TREATMENT 


This is the physician’s responsibility and 
should not be delegated to the nursing staff by 
written orders. He is obliged to see that treat- 
ment is begun the moment the diagnosis is made, 
and he should be in attendance until the patient 
is out of danger. 

Immersion in an ice bath until the rectal 
temperature, taken every five minutes, falls to 
101°F. is the most consistently effective method 
of reducing the fever. When the proper tempera- 
ture is attained, the patient is placed in bed and 
is observed constantly for the recurrence of fever 
or peripheral vascular collapse. If the tempera- 
ture again rises, the ice bath is repeated. If shock 
occurs, as sometimes happens during rapid cool- 
ing, intravenous fluids, plasma and vasopressors 
should be given. 

Bacterial infections often complicate these ill- 
nesses and should be treated specifically. Pro- 
phylactic antibiotics are of doubtful value. 

Steroids have been recommended. Experi- 
mentally, they have been shown to have an anti- 
pyretic effect in animals; however, clinical 
studies have shown steroids to be ineffectual. 


PROGNOSIS 


Various reports show an over-all mortality 
rate of 20 to 80 per cent. Since 70 per cent of 
these mortalities occur in the first 24 hours, the 
importance of rapid and vigorous therapy is ob- 
vious. Advanced age, chronic illness, infection, 
alcoholism and obesity are factors contributing 
to a poor prognosis. 


Heat Cramps 


Heat cramps is essentially an acute salt deple- 
tion syndrome which occurs in people performing 
heavy physical activity who lose large amounts of 
salt through excessive sweating. Fluid replace- 
ment is usually adequate, but salt replacement is 
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not. As the total body salt declines, the patient 
may notice fatigue, dizziness, headache and 
muscular aching. When this depletion reaches 
critical levels, paroxysms of painful muscular 
spasms develop in the extremities and abdominal 
wall. These cramps are accompanied by cold 
sweats and pallor. Rarely body temperature is 
elevated. 

Isotonic sodium chloride, intravenously, affords 
rapid and dramatic relief. Placing salt dispensers 
beside strategically located water coolers can 
eliminate this problem in heavy industry. 


Salt Deficiency Syndrome 


This syndrome is a more insidious and often 
undiagnosed form of salt depletion. Its mecha- 
nism, too, is loss of salt through excessive sweating 
during weeks and months of hot, humid weather. 
The presenting manifestations are vague and 
nonspecific: easy fatigability, dizziness, stupor, 
pallor, profuse perspiration, increased pulse, 
breathlessness and vague muscular aches. 

This syndrome is often mistaken for neuras- 
thenia or psychoneurosis but the correct diag- 
nosis can be made with some finality if the urine 
and blood show a reduction of sodium and 
chloride. Oral salt replacement causes a rapid 
improvement and substantiates the diagnosis. 


Sunburn 


Exposure to ultraviolet light, (2,900 to 3,200 
A), causes the skin to develop a slight erythema 
which can progress to a serious burn with vesicles, 
bullae and marked edema. The severity of the 
response of the skin depends upon its color 
(blondes being more susceptible), and the dura- 
tion and intensity of the exposure. In severe 
cases, systemic manifestations such as malaise, 
nausea and vomiting, along with chills, may be 
present. Shock can occur. Photosensitivity may 
develop after one episode of acute sunburn. 
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Mild cases require no medication, although 
soothing creams may give symptomatic relief. 
More severe cases are relieved by cool starch 
baths. (Starch baths may be prepared by adding 
two cups of ordinary laundry starch to two quarts 
of water, boil until a colloidal mixture is obtained 
and add this to the bath water.) These starch 
baths are given several minutes several times a 
day, with cold water compresses applied to 
swollen areas. Sedation and analgesics should be 
given if pain is severe. Strict cleanliness is essen- 
tial in cases where bullae or vesicles are present. 
If large areas are seriously involved, the patient 
must be treated as any severe burn with intra- 
venous fluids, cradles over the affected areas and 
aseptic techniques. Astringents and oils should 
not be used. 

Steroid aerosols have provided effective relief 
in cases of moderately severe sunburn. Systemic 
steroids, such as triamcinalone, have also been 
used with excellent results. However, since 
steroids should be reserved for serious illnesses, 
conservative methods should be used first. 

Protective skin lotions and creams are avail- 
able; these contain tannic acid, para-aminoben- 
zoic acid or menthyl salicylate as the effective 
ingredient. These substances act as light filters 
for the ultraviolet rays. Para-aminobenzoic acid 
may be a sensitizing agent and should be used 
with caution. 

Recently, an oral preparation, methoxasalen 
(8-MOP), has been suggested for protection 
against sunburn. This substance causes the horny 
layer of the skin to thicken when exposed to sun- 
light and provides a filter for the harmful rays. 
Side reactions have been reported and there are 
serious contraindications to its use. 


Prickly Heat 


Prickly heat, although usually trivial, may be 
incapacitating when it affects large body areas, 
or when it becomes secondarily infected. The 
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essential pathophysiology is the entrapment of 
sweat in the living portion of the epidermis. 
Increasing atmospheric temperature and humid- 
ity result in excessive hydration in the stratum 
corneum, with swelling of the periductal tissue 
and obstruction of the sweat pore duct. With no 
means of egress, the sweat collects in the deeper 
layers of the epidermis and causes inflammatory 
papular vesicular lesions at the sweat pores. 
While this is a widely held theory, other concepts 
on the exact mechanism of the sweat duct ob- 
struction have been postulated. 

The sites of predilection are the covered areas 
exposed to clothing friction, i.e., neck, beltline, 
axillas and antecubital areas. The prickly burning 
sensation is aggravated by further friction and 
sweating. 

Prevention is the best therapy. This may be 
accomplished best by artificial atmospheric con- 
trol, loose, well-ventilated clothing and taking 
frequent baths and showers with limited use of 
soap. When prickly heat occurs, the single, most 
efficacious method of treatment is to remove the 
patient to an environment where heat, humidity 
and perspiration are minimal. Cool water baths 
give immediate, if temporary, relief. 

Topical medications in the form of creams, 
ointments and powder are not only useless, but 
may be harmful, insofar as they may further 
injure the skin, increase pore blockage and pro- 
long the illness. Increased salt intake may also 
aggravate prickly heat and may even precipitate 
it. 

Occasionally, prickly heat becomes secondarily 
infected, usually by staphylococcus aureus. It 
responds to oral or parenteral broad-spectrum 
antibiotics. Culture and sensitivity tests should 
be taken when possible, and especially if no im- 
provement occurs after antibiotics. Prickly heat 
is frequently complicated by impetigo or pyo- 
derma, particularly in the newborn; multiple 
boils and fungous infections may also occur. 
These will respond to specific treatment. 
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Anhydrosis 


This is a result of repeated bouts of prickly 
heat which may cause complete blockage of the 
duct pores with sweat retention in the dermis. 
The skin has a goose flesh appearance, but there 
is no inflammation and no symptomatology re- 
ferrable to the skin. There is no definite treat- 
ment. Anhydrosis may exist alone over limited 
body areas, or may lead to anhydrotic heat 
exhaustion. 


Anhydrotic Heat Exhaustion 


In this heat illness, the patient is unable to 
produce visible sweat under conditions ordinarily 
conducive to its secretion. It occurs in physically 
active individuals who have spent several months 
in hot, moist climates. It is frequently preceded 
by prickly heat. The onset is insidious: marked 
fatigue during exercise or work is usually the first 
symptom. Later, a febrile sensation, throbbing 
headaches, giddiness and dizziness, blurred 
vision, dyspnea and palpitations occur. Polyuria 
and polydipsia are present and may persist for 
several months following the acute illness. 

Physical examination reveals an exhausted pa- 
tient whose skin is warm and dry. The skin may 
have the goose flesh appearance of anhydrosis. 
Profuse sweating may occur on the face, with 
normal sweating on the palms, soles and in the 
axillas. The temperature is rarely above 101°F.; 
the pulse rate and respirations are rapid. 

Deep obstruction of the sweat ducts, secondary 
to prickly heat, with the inability to sweat and 
the resultant heat intolerance, has been suggested 
as a possible etiology. Prolonged overactivity of 
the sweat glands with their resultant exhaustion 
and failure is another theory. 

There is rapid symptomatic response if the pa- 
tient is removed to a cool, shady place or to an 


air-conditioned atmosphere. However, the return 
of the sweating mechanism may not occur for 
several weeks and during this time, repeated ex- 
posure may precipitate further attacks of ex- 
haustion or heat stroke. 


Heat Neurotic Reactions 


Heat neurotic reactions are vague, nonspecific 
illnesses observed in individuals exposed to hot 
environments abruptly or over long years. The 
acute type is seen during the first few days of 
exposure to hot climates. Irritability, fatigue, 
restlessness and poor work performance are the 
prominent symptoms. Deterioration of ability to 
do skilled work and impairment of judgment are 
also evident. After acclimatization (a week to ten 
days), the symptoms disappear and no treat- 
ment is necessary. However, salt deficiency must 
be differentiated from this reaction. 

Chronic heat neurosis is seen in individuals 
who have spent several years in the tropical or 
subtropical zones. The symptomatology is the 
same as in the acute form. An unstable personal- 
ity is thought to be the basic weakness in this dis- 
order, and the transfer of the patient to the 
temperate zone is the only treatment necessary 
for this condition. 


Other Heat Effects 


These are nonspecific reactions, the most com- 
mon is heat edema secondary to disturbances in 
the vasomotor system. Edema of the hands, 
ankles and feet is common during the first few 
days of heat exposure and disappears with 
acclimatization. 


A coupon for ordering an extensive bibliography accompa- 
nying this article may be found adjacent to the Index to 
Advertisers. 
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J. CALABRO, M.D. 


Seton Hall College of Medicine 
Jersey City, New Jersey 


This disease begins in young adult life 

starting with pain and stiffness in the low back, 
and gradually over the course of years 

involves the whole spine, producing 

eventually severe disability. 

The treatment consists of salicylates 

and phenylbutazone for relief of pain, 

and intensive physical therapy of various types, 
such as application of heat, 

exercises and cervical traction. 

With patience, remarkably good results 

can be achieved. 


RHEUMATOID spondylitis (ankylosing spondylitis, 
Marie-Strumpell disease, pelvospondylitis ossifi- 
cans) is a systemic affliction primarily of young 
men characterized by back pain and deformity 
resulting from involvement of the sacroiliac and 
small joints of the spine. Its manifestations may 
range from a painless stiffening of the spine to a 
painfully deforming kyphoscoliotic spinal dis- 
ease with aortic insufficiency and early death. 
The exact frequency of rheumatoid spondylitis 
has not been determined since many patients 
with mild disease do not come to a hospital and 
are not included in the highly selected groups that 
make up the basis of our studies. As a cause of 
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chronic backache, this disease is not uncommon. - 
In hospitals admitting mainly young males, as in 
service hospitals, the incidence of spondylitis as a 
cause of chronic back complaints may be as high 
as 18 per cent. Most of the studies of rheumatoid 
spondylitis patients have disclosed a significant 
family history of rheumatoid disease (rheumatoid 
spondylitis as well as peripheral rheumatoid 
arthritis). But Polley in his large series found a 
family history of rheumatoid spondylitis in only 
0.4 per cent. 


Course of the Disease 


The natural history of rheumatoid spondylitis 
follows a rather basic pattern. The disease usually 
begins insidiously in a young adult male with 
pain and/or stiffness appearing in the low back. 
There is tenderness and spasm of the paraverte- 
bral muscles, and tenderness over the sacroiliac 
joints. The normal lumbar lordosis may then 
become flattened. Stiffness after rest is usual and 
many of the patients complain of difficulty in 
getting out of bed and standing up. These symp- 
toms may be relieved by walking and exercises. 
Radiculitis and sciatica may be present. The 
more frequently encountered systemic manifesta- 
tions of the disease include weight loss, weakness, 
fatigue and recurrent bouts of iritis. Less frequent 
systemic effects include lymphadenopathy, sple- 
nomegaly, anemia, cardiovascular involvement 
and secondary amyloidosis. 


THE BEGINNING 


The disease typically begins in the sacroiliac 
joints and lumbar spine and appears to progress 
up the spine to include the cervical and dorsal 
vertebrae, often with involvement of girdle joints 
(hips and shoulders). In an occasional patient, it 
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may begin in the cervical area first and affect the 
low back later. Transitory involvement of pe- 
ripheral joints has been reported in about 20 
per cent of patients. Peripheral involvement is 
not common in the small joints, and destructive 
changes, when present, are not advanced to the 
degree seen in the spine and girdle joints. Rib 
cage involvement is frequent, eventually leading 
to chest cage fixation with compensatory abdomi- 
nal breathing. It is noteworthy that although 
pulmonary function alterations may be found, 
patients remain relatively asymptomatic from a 
pulmonary standpoint. After several years, dur- 
ing which time any or all of these manifestations 
may beactive or quiescent, the disease seems torun 
its course and no further destruction is apparent. 

Most patients who have had the disease for six 
months will regularly demonstrate x-ray evidence 
of sacroiliac involvement. The presence of bi- 
lateral sacroiliac disease documented by appro- 
priate x-rays is almost invariably present in 
rheumatoid spondylitis and is considered an 
essential early diagnostic feature. Figure la 
depicts the normal x-ray configuration of the 
sacroiliac joints in a 25-year-old man. By con- 
trast, the sacroiliac joints of patients with rheu- 
matoid spondylitis lose their clear-cut delineation 
due to sclerosis and cystic changes. Complete 
obliteration of the joint soon occurs and is typi- 
cally bilateral (Figure 1b). The calcification that 
occurs in the annulus fibrosis of the interverte- 
bral disks, as well as the paravertebral ligaments, 
producing the so-called “bamboo”’ spine is a later 
and less regular finding (Figure 2a, 6). 


THE PROGRESSION 


Without treatment, tendency to flexion in- 
creases as the disease progresses, and bowing and 
torsion of the dorsal spine may become pro- 
nounced. With adequate treatment, though the 
disease process may progress relentlessly, good 
functional capacity may be maintained in at least 
75 per cent of cases. 
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FIGURE 1. a. Normal sacroiliac joints of a 25-year-old man. 
b. Virtual obliteration of sacroiliac joints in a 34-year-old 
man with rheumatoid spondylitis of 12 years’ duration. 
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FIGURE 2. a. A-P view of lumbodorsal spine. Note typical 
“‘bamboo”’ spine, as well as sacroiliac joint obliteration. b. 
Lateral view of lumbodorsal spine. “Bamboo” spine with 
anterior ligamentous calcification. Note ‘“‘squaring’’ of L-!. 
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A Therapeuite Approach 
to Rheumatoid Spondylitis 


Unknown Etiology 


Rheumatoid spondylitis is a disease of un- 
known etiology. Its relationship to peripheral 
rheumatoid arthritis is not clear. In many cen- 
ters, it is regarded as a spinal variant of periph- 
eral rheumatoid arthritis, chiefly on the basis 
of the “sameness” of pathologic studies. Our 
knowledge of the histopathology of the early 
disease is based on very meager evidence, but the 
changes are assumed to consist of nonspecific in- 
flammatory alterations in the joints of the spine 
not unlike those seen in the joints of peripheral 
rheumatoid arthritis. Though the sacroiliac 
joints radiologically show changes in nearly all 
patients, their early histopathology is obscure. 
Recent pathologic studies have further shown 
that not only may the joints and paraspinal 
ligaments be involved, but destructive processes 
may occur in the vertebral bodies themselves as 
well as the intervertebral disks. 


DISTINGUISHED FROM PERIPHERAL ARTHRITIS 


The British writers have been the leading pro- 
ponents in regarding this disease as a separate 
entity apart from peripheral rheumatoid arthri- 
tis. This belief has been based on a number of 
factors, the chief of which are itemized in Table 1. 
These differences are listed not for the sake of 
implying a separate etiology, but they serve as a 
useful approach in understanding the basic 
clinical differences of these two entities. It is 
striking to realize, for example, that rheumatoid 
spondylitisis seen far more frequently in males, at 
a ratio of approximately 10 to 1, while peripheral 
rheumatoid arthritis favors females at a ratio of 
3 to 1. Though low back complaints are not un- 
common in peripheral rheumatoid disease, they 
are fairly characteristic in spondylitis patients. 
Sacroiliac changes by x-ray are almost universally 
found early in spondylitics, while such changes 
are less common (22 per cent) in peripheral 
rheumatoid arthritis and appear to be a mani- 
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festation of long-standing disease. A diminished 
or absent chest expansion is frequently an early 
finding and an almost constant one in advanced 
cases of spondylitis. In many of the patients suf- 
fering from spondylitis, stiffness may often be a 
more prominent complaint than pain. Pain 
appears to be a more outstanding symptom of 
patients with active peripheral rheumatoid dis- 
ease. Patients with typical rheumatoid spondy- 
litis do not develop the subcutaneous nodules 
that are present in 30 per cent of patients with 
peripheral rheumatoid disease. Though iritis and 
uveitis are seen in the peripheral form of rheu- 
matoid arthritis (5 per cent), their incidence is 
considerably higher in rheumatoid spondylitis 
(25 per cent). Iritis may be the presenting symp- 
tom while the back is still asymptomatic. 

Accompanying Aortic Disease. The carditis, 
aortitis and aortic valvular insufficiency in asso- 
ciation with rheumatoid spondylitis have been 
the subject of a number of recent reports. This 
has led to the concept that there is a form of 
cardiac and aortic disease peculiar to rheumatoid 
spondylitis, the major manifestations of which 
are aortic insufficiency, conduction defects, 
anginal pain, pericarditis and cardiac enlarge- 
ment. The aortitis, limited to the root of the 
aorta, shows pannuslike thickening of the intima. 
Aortic insufficiency occurs with greater frequency 
in severe prolonged spondylitis with involvement 
of peripheral joints, and is pathologically differ- 
ent from any other type of cardiac disease includ- 
ing rheumatic and luetic heart disease. 

The ‘Rheumatoid Factor’. Much has _ been 
written on the “rheumatoid factor.’’ This factor 
(or factors) attached to the globulin fraction, 
and appearing regularly in the sera of patients 
with peripheral rheumatoid disease, does not 
occur with any regularity in rheumatoid spondy- 
litis. The various serologic tests for “rheumatoid 
factor’ such as sheep erythrocyte agglutination, 
latex agglutination and bentonite flocculation, 
characteristically show positive titers in only a 
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TABLE 1. 


Features Characterizing Rheumatoid 
Spondylitis—as Contrasted 
with Peripheral Rheumatoid Arthritis 


1. Greater incidence in males (10:1) 
2. Involves low-back and girdle joints: sacroiliacs by 
x-ray 
Decreased or absent chest expansion 
Stiffness more prominent than pain 
Absence of subcutaneous nodules 
. Higher incidence of iritis 
Greater incidence of rheumatoid aortitis and aortic 
insufficiency 
8. Absence of “rheumatoid factor” 
9. Spinal fluid protein elevation 
10. Lack of response to chrysotherapy (gold) 
11. Selective response to x-ray therapy 


small percentage of patients with rheumatoid 
spondylitis. This is apparently also true of a 
number of the other rheumatoid “‘variants’’ such 
as psoriatic arthropathy, juvenile rheumatoid 
arthritis and the arthropathy of ulcerative colitis. 

One of the interesting aspects of study in 
spondylitis patients is the finding of an elevated 
spinal fluid protein, as high as 30 to 40 per cent 
of patients in some series (Table 2). Pathologic 
studies of the spinal cords of patients with 
spondylitis show degenerative changes some 20 
years in advance of spinal cords of healthy males 
of comparable ages. 

Effect of Gold Therapy. For many years, it has 
been an interesting observation that while gold 
therapy appears to help the patient with periph- 
eral rheumatoid disease, it does not benefit the 
patient with rheumatoid spondylitis. By contrast, 
symptomatic improvement by x-ray therapy has 
been well documented by many observers and 
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TABLE 2. 

Spinal Fluid Protein 

in Peripheral Rheumatoid Arthritis 
and Rheumatoid Spondylitis 


Rheumatoid Rheumatoid 

Arthritis Spondylitis 

Total number of patients - 59 42 
High total protein 4 (7%) 12 (29%) 
Values 46-70 mg.% 47-121 mg.% 
Abnormal colloidal gold 5 (9%) 6 (15%) 


TABLE 3. 


Treatment of Rheumatoid Spondylitis 


1. Relief of pain 
Salicylates 
Phenylbutazone 
X-ray therapy (?) 

2. Prevention and Treatment of Deformity 
Exercises (back; breathing; etc.) 
Posture 
Supports fin and out of bed) 

3. Maintenance of Functional Ability 
Self-care—occupation 

4. Psychologie Aspects 
Understanding of disease 
Understanding of principles of Rx 
Reassurance 


TABLE 4. 
Leukemia Following X-Ray Therapy 
for Rheumatoid Spondylitis* 


591 PATIENTS 


Number of Cases of 


Treatment Patienis Leukemia 


X-ray 
No x-ray 


*D. C. Graham, Toronto, Canada. Presented at Second Pan- 
American Congress on Rheumatic Diseases, Washington, 
D.C., June, 1959. 


A Therapeutic Approach 
to Rheumatoid Spondylitis 


has been designated as the most effective form of 
treatment by some. Sharp of Manchester, Eng- 
land, has suggested that x-ray therapy appears 
to bring about symptomatic relief in the majority 
of patients with rheumatoid spondylitis and is of 
little benefit in other conditions of the spine. 
Accordingly, the response or lack of response to 
irradiation may aid in the differential diagnosis 
of a patient with radiographic bilateral sacroiliac 
involvement. The hazard of x-ray therapy to the 
spine will be discussed later. 


Objectives of Treatment 


The objectives of treatment are outlined in 
Table 3. These include relief of pain, prevention 
and treatment of deformities, maintenance of 
functional ability and consideration of psycho- 
logic aspects. Patients who are more interested 
in obtaining immediate comfort than in planning 
a long-range program always do more poorly. 
For pain relief, salicylates continue to be the drug 
of choice in many clinics. The average adult ob- 
tains good relief of pain with 0.9 Gm. of acetyl- 
salicylic acid four times daily. Phenylbutazone, 
the choice in many other clinics, appears to be 
far more effective for rheumatoid spondylitis 
than for the peripheral type of rheumatoid ar- 
thritis. It should be considered for patients not 
relieved by salicylates and for individuals with 
far-advanced spondylitis. For most patients, an- 
algesia from phenylbutazone can be achieved 
with daily amounts ranging from 100 to 300 mg. 
Recent studies have shown that dosages of 300 
mg. or less per day are strikingly less toxic than 
are higher dosages. The administration of either 
ACTH or cortisone does not appear to be justified 
in rheumatoid spondylitis except in the treatment 
of iritis and other related ocular conditions. 


HAZARDS OF IRRADIATION THERAPY 


The recent reports of leukemic deaths from 
irradiation therapy have caused much alarm. One 
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study of 591 patients with ankylosing spondylitis 
listed five leukemic deaths among 146 patients 
treated by x-ray, while no cases of leukemia were 
encountered among the 445 not so treated (Table 
4). The latent interval between initial x-ray 
treatment and the diagnosis of leukemia averaged 
five and one-half years. The leukemia risk seems 
to increase in proportion to the radiation dose 
absorbed by the hematopoietic marrow, and tothe 
number of courses of therapy. This brings the 
total number of reported leukemia deaths to 34 
among x-ray-treated spondylitis patients. The 
hazards of this form of treatment for rheumatoid 
spondylitis must be reassessed critically in the 
light of this new knowledge. 


PREVENTION AND TREATMENT OF DEFORMITY 


Once pain control is achieved, prevention and 
treatment of deformity is achieved by means of 
physiotherapy and related measures. In the pa- 
tient with little or no functional loss, physio- 
therapeutic measures are important to prevent 
deformities. If deformity exists, regardless of the 
degree of x-ray changes in the spine and girdle 
joints, physiotherapeutic measures should be 
given a trial in an attempt to gain function. Exer- 
cises for the back, stretching exercises for the 
hamstring muscles, postural training and breath- 
ing exercises are far more effective than bed rest, 
plaster casts and braces. Heat, in the form of 
wax, packs or baths, is useful for the relief of 
periarticular spasm to facilitate stretching and 
exercise Measures. 

Medications to relieve muscle spasm associated 
with spondylitis have been tried (mephanesin, 
meprobamate, etc.) but have generally been un- 
satisfactory primarily because of the brief dura- 
tion of action. Daily exercises, performed by the 
patient at home, must be planned individually, 
and a proper balance sought between rest and 
activity. Breathing exercises, in which the patient 
regularly stretches the chest cage by simul- 
taneous upward and backward movement of the 


GP July 1960 


JOHN J. CALABRO, M.D. is assistant professor of medicine at Seton Hall 
College of Medicine and director of the Jersey City Medical Center’s 
Rheumatology Division. He was graduated cum laude from the Georgetown 
University School of Medicine in 1952. After a rotating internship at Mercy 
Hospital, Buffalo, he began his medical residency at the Georgetown Uni- 
versity Hospital, continued at Boston City Hospital and completed his 
training at the Jersey City Medical Center. Dr. Colabro was a visiting 
clinical fellow in arthritis in London’s Postgraduate School, Hammersmith 


shoulders may strikingly increase chest cage ex- 
pansion. For postural training, patients must be 
instructed to stand tall and to walk tall. They 
must be taught to sit erect in a chair with a hard, 
straight back and seat. Sleeping on the back, on 
a firm mattress, and avoiding the use of pillows 
behind the head and under the knees is advised. 

An extremely useful adjunctive measure is 
cervical traction. This may be achieved by the 
simple wearing of a head halter attached to an 
appropriate pulley apparatus with 3 to 5 Ib. of 
traction. The cervical traction apparatus can be 
fixed to the bed and utilized only during hours of 
sleep. It is important to realize that cervical trac- 
tion may not only be helpful in the patient with 
an already existing flexion deformity but may 
also be used in patients with little or nodeformity 
in order to avoid flexion deformity. 

It is vital that once functional gain is accom- 
plished, it should be maintained by continued 
physiotherapy and other measures to prevent loss 
of this newly-gained function. Here, back braces, 
intermittent nightly cervical traction and similar 
supports may be most helpful. 


PSYCHOLOGIC THERAPY 


' The psychologic aspects of this disease, as 
in any chronic disease, should not be overlooked. 
Patients should be instructed in an understanding 
of the disease as well as the principles of therapy. 
Remember that many patients will feel the effect 
of their disease by a reduced earning potential. 
The reassurance to the patient that a healthy 
patient-physician relationship can bring about, 
cannot be overemphasized. 

The socioeconomic impact of the disease should 
never be divorced from the clinical. Because of 
the nature of the back involvement, most pa- 
tients adjust best to work which does not de- 
mand heavy lifting, undue exposure or fatigue, 
prolonged sitting (including driving) or standing. 
Patients who are self-employed or who perform 
in jobs permitting them to work on their own 
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FIGURE 3. a. Patient barely able to see objects ahead of him 
because of pronounced flexion deformity of spine. b. Two 
months later—patient able to see ahead with ease. 
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FIGURE 4. a. Fifty-five-degree flexion deformity of spine 
(October, 1958). b. Fifteen-degree flexion deformity of spine 
(December, 1958). 
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A Therapeutic Approach 
to Rheumatoid Spondylitis 


and to have freedom of mobility appear to be 
best adapted to the limitations imposed by this 
disorder. For the few severely-disabled who can- 
not adapt as readily, reintegration into a useful 
life built around the deformity can be planned. 

Case History. Application of the principles of 
treatment can be demonstrated by the following 
case presentation. The patient is a 46-year-old 
laborer first seen by the arthritis group for rheu- 
matoid spondylitis in October, 1958. The disease 
began at age 17 and was characterized by stiff- 
ness and pain in the low back. Over the years, 
there has developed a slowly progressive flexion 
deformity of the spine. Though the patient’s 
course has been accompanied by periods of free- 
dom from pain, the stiffness has been fairly con- 
sistent. Previous treatment has consisted of gold, 
corticosteroids, irradiation to the spine, phenyl- 
butazone and salicylates. He has never received 
physiotherapy or other related measures. 

Functional status when first evaluated in 
October, 1958, had so deteriorated that the pa- 
tient was unable to see objects in front of him 
because of severe flexion deformity of the spine. 
He also had difficulty in walking because of 
marked hip limitation (Figure 3a). This man was 
able to sleep only in a chair because of pronounced 
paravertebral muscle spasm. Note the 55° flexion 
deformity of the spine (Figure 4a). When asked 
to bend forward (with knees extended), this man 
was able to reach only to 3 cm. above his patellae. 
X-rays of the spine showed typical “bamboo”’ 
spine with complete obliteration of sacroiliac 
joints, and moderate hip involvement. 

After two months of a carefully worked-out 
program including salicylates, physiotherapy in 
the form of heat (wax), exercises (back, hip and 
breathing) and cervical traction at night (Figure 
5), the patient was able to achieve remarkable 
functional improvement—measured by the abili- 
ty to see objects ahead of him (Figure 3b), to ex- 
tend his cervical spine only short of normal by 
15° (Figure 4b), and to bend forward to 3 cm. 
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FIGURE 5. Night cervical traction with 3-lb. weight. 


below the patellae. Chest cage expansion had 
increased from 1% in. to 2 in. All ranges of hip 
motion were increased, some two- to threefold. 
With maintenance measures, carried on at home, 
and with biweekly visits to the physiotherapy 
unit, the patient has reached the first step of 
rehabilitation—that of self-care. Plans are now 
in progress for occupational rehabilitation. 


Prognosis 

Since the prognosis for the average patient 
is good and most patients maintain the ability 
to engage in gainful work with a moderate 
amount of medical assistance, patients can usual- 
ly continue to manage their own lives and their 


disease quite effectively. Barring the rarer type _ 


of the progressive, rapidly-deforming variety of 
spondylitis, the form of therapy outlined can 
achieve improvement in the majority of patients. 
Moreover, once function is restored, through less- 
er maintenance measures chiefly in the form of 
physiotherapy, this gain of function can be main- 
tained and progression of deformity can be abated. 

A coupon for ordering an extensive bibliography accom- 
panying this article may be found adjacent to the Index to 
Advertisers. 
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Reactions 
to Stinging Insects 
and Treatment 


CLAUDE A. FRAZIER, M.D. 
Asheville, North Carolina 


IT IS DISTURBING to note the number of deaths 
which have been reported due to the sting of an 
insect. For the past three years, I have made a 
special study of severe insect bite reactions. In 
my experience, hyposensitization can often pre- 
vent both severe and fatal reactions. 


Types of Reactions to an Insect Bite 


Reactions generally occur within a few min- 
utes after the sting. However, reports show that 
delayed reactions can occur the following day or 
from four to ten days later. In the last instance, 
the mechanism is similar to that of serum sick- 
ness, the symptoms occurring after the first sting 
and only after an incubation period. Unequivocal 
cases of this type, however, are rare. 

The reactions may consist simply of an unusual 
amount and/or duration of local swelling. Gen- 
eralized papular urticaria has been reported but 
urticaria of the usual variety is often a symptom. 
Marked regional adenopathy consistently follows 
stings in some sensitive individuals. Petechial 
hemorrhages, locally, generalized, subcutaneous, 
or distributed through many organs (and even in 
the central nervous system) have been observed. 


SEVERE REACTIONS 


The more severe reactions exhibit one or more 
of the following symptoms: constriction of the 
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throat and chest; dyspnea; asthma; cyanosis; 
abdominal cramps; diarrhea; nausea; vomiting; 
chills and fever; vertigo; laryngeal stridor; shock; 
loss of consciousness; involuntary bowel and 
bladder excretion, and blood frothing sputum. 
In a few instances, reaction consists of exfoliative 
dermatitis and recurrent neuritis. 


HYPERSENSITIVITY 


Patients hypersensitive to bee and wasp stings 
apparently are allergic to an antigen contained in 
the body of the insect. The venom contains some 
of this antigen. Benson and Semenov tested sensi- 
tive patients with an extract prepared from the 
bodies of bees whose venom sacs had been re- 
moved. They obtained reactions equal to that 
obtained by an equivalent dilution of the venom 
itself. 


Treatment 


There are two types of treatment to consider: 
(1) emergency treatment of the sting and (2) 
preventive treatment, including hyposensitiza- 
tion. 


TREATMENT OF CHOICE 


At the present time, the treatment of choice 
in an acute reaction seems to be the prompt ad- 
ministration of epinephrine, (adrenalin chloride 
solution 1:1,000) subcutaneously and in extreme 
instances, intravenously. A tourniquet should be 
placed proximal to the site of the sting whenever 
possible and the epinephrine should be given 
about the tourniquet. Epinephrine, 0.2 ce. to 0.3 
ce. subcutaneously, should be repeated at 20- to 
30-minute intervals, depending upon the response 
of the patient. Steroids do not act quickly enough 
to be used for immediate emergency treatment. 
Recently, a patient of mine was-stung by a bee 
and was in shock. He had generalized urticaria 
and was having difficulty breathing. Steroids 
had been given for an hour, both intramuscularly 
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and intravenously, with no relief. He responded 
quickly when epinephrine was administered. 
Steroids may be given as part of the initial treat- 
ment to help prevent symptoms returning. 

A steroid may be given such as triamcinolone 
(Kenacort®, Squibb), 4 mg. four times daily for 
two days (with a proportionately smaller dose 
for children). The dosage is gradually reduced 
and discontinued if symptoms do not return 
within four to five days. Sometimes steroids may 
be required for a longer period of time. In addi- 
tion, it is probably a good idea to give an anti- 
histamine such as parabromdylamine maleate 
(Dimetane®, Robins), 4 mg., one tablet three 
timesa day or dexchlorpheniramine (Polaramine®, 
Schering), 2 mg. three times a day (one-half the 
dosage in older children and one-fourth the dos- 
age in children from 2 to 6 years of age) for three 
or four days after the sting. If the patient is in 
shock, intravenous fiuids may be necessary. 

Patients who are sensitive to bee stings should 
be given isoproterenol (Isuprel®, Winthrop) or 
Isuprel-Franol® (a tablet consisting of an outer 
layer of isoproterenol hydrochloride, 10 mg., a 
middle layer of lemon flavoring and an inner core 
of a mixture of phenobarbital, 8 mg., benzyle- 
phedrine hydrochloride, 32 mg. and theophylline, 
130 mg.) to keep with them in case they are 
stung. Isuprel 5 mg. sublingual tablets may be 
used in children while 10 to 15 mg. may be used 
in adults. There are Isuprel-Franol mild tablets 
which children may use. These tablets are used 
sublingually and relief is fairly rapid. Patients 
should be instructed to take one of these tablets 
immediately on being stung. If the stinger is still 
in the skin, it should be removed quickly because 
some of the venom may be milked into the 
patient. 

On rare occasions it may be advisable to teach 
someone to administer epinephrine to the pa- 
tient, especially if it may take a long time to get 
to a physician. 

Sensitive patients should be told to avoid 
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Reactions 
to Stinging Insects 
and Treatment 


lotions, hair oils, etc., as they attract these in- 
sects. They should also avoid outdoor picnics, 
watermelon feasts, etc. Sensitive patients should 
wear as much protective clothing as possible and 
should always wear shoes and socks. 


Desensitization 

If a patient has had a reaction to the sting of 
an insect, hyposensitization may prevent more 
severe reactions to later stings and may possibly 
prevent fatalities. 

Reactions to hyposensitization have been in- 
frequent and mild in my patients. Usually there 
is some itching at the site of the injection, but this 
will last just a few minutes. None of the reactions 
have been severe enough to require discontinu- 
ation of this procedure. It is important to test a 
patient to the insect which caused the reaction 
before starting hyposensitization and to deter- 
mine to what extent he is sensitive. Tests should 
also be done to the other stinging insects to de- 
termine if the patient is sensitive to any other 
stinging insects. 

It is best to begin tests to a 1:1,000,000 dilu- 
tion. Hyposensitization may be started at this 
strength if there is a very slight reaction to the 
skin test, however, if the test is negative at this 
strength, the test is repeated with a stronger 
concentration until there is a slight reaction and 
then hyposensitization is started at the strength 
of concentration which gives a slight reaction. 
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strong-scented perfumes, colognes, after-shaving 


CLAUDE A. FRAZIER, m.p. has done research on reactions to stinging in- 
sects and prevention of these sometimes fatal reactions by desensitization. 
A member of the New Drug and the Insect committees of the American 
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dencies at Johns Hopkins and Children’s Hospital, Washington, D.C., and 
an allergy residency under Dr. Robert A. Cooke at New York Hospital. 


When the top concentration is reached, the in- 
terval between the injection is increased to once 
a week for a few injections, and then the interval 
is increased to every two weeks during the season 
(when the patient is most likely to be exposed), 
then to once a month during the off-season and 
then back to every two weeks during the next 
season. Treatment should be continued for three 
years. We sometimes give a mixed hymenoptera 
antigen, if the patient is not certain of the insect 
causing the reaction or if the patient received a 
positive reaction from other hymenoptera. 


REACTIONS TO INJECTIONS 


The patient should remain in the physician’s 
office for 30 minutes after an injection for obser- 
vation. If there is any sneezing, generalized itch- 
ing, coughing, urticaria, wheezing, etc., then 
treatment of the reaction is indicated. These 
systemic reactions are readily controlled by (1) 
a tourniquet above the site of the injection, this 
may be loosened momentarily for comfort and 
(2) injections of 0.2 to 0.3 ec. of adrenalin 1:1,000 
in the arm above the tourniquet every ten min- 
utes until comfortable or symptoms of too much 
adrenalin appear. 


MILD REACTIONS 


If the reaction is mild (usually occurring after 
two hours) an antihistamine or an Isuprel or 
Isuprel-Franol tablet will usually relieve it. If 
such a reaction occurs, the physician should de- 
crease the dosage by one-half (that is, if 0.6 ce. 
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caused a reaction, start again at 0.3 ec.). Caution 
should be taken in increasing the dosage. After 
dropping back, the increments should be by 0.05 
ec. instead of 0.1 cc. and if there is a slight re- 
action again then it should be reduced again. The 
top concentration varies with each patient, but 
many patients can receive 0.5 cc. of 1:100 di- 
lution. Occasionally it is not possible for this con- 
centration to be reached because the patient may 
have a reaction to the injection. The top concen- 
tration of the extract should be kept below that 
dose causing the reaction. A few patients may 
reach 1:10 concentration. 


Case Reports 


CASE 1. A young lady was stung on her right 
foot in May, 1959. A few minutes after being 
stung, she began to itch and hives developed over 
her body. Her lips, eyes and foot started swelling. 
She was unconscious for a few minutes. When she 
regained consciousness, she was short of breath. 
After hospital admission, she was in shock and 
the physician was unable to get a blood pressure. 
Epinephrine, ACTH and diphenhydramine hy- 
drochloride (Benadryl®) were administered and 
symptoms gradually cleared. 

It was not known what type of insect had stung 
the patient, but from her description of the insect 
and the locale of the sting, it was thought to be 
the honeybee. However, skin tests were done to 
the bumblebee, hornet, yellow jacket, wasp and 
honeybee, because many times a patient will be 
sensitive to more than one insect. This patient 
reacted to all, and hyposensitization to mixed 
hymenoptera was given. At one point in hypo- 
sensitization she developed hives after an in- 
jection of the extract. By reducing the next dose 
and gradually increasing the concentration of 
subsequent doses, she received, with no ill effect, 
much stronger concentration than that which had 
caused the reaction. 

CASE 2. A lady was stung on the right upper 
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arm by a yellow jacket in October, 1959. Within 
ten to 15 minutes her eyes, ears and perineal 
region began to itch and burn. About 15 minutes 
later she became unconscious. Just prior to this 
she had taken two prednisone (Meticorten®) tab- 
lets. Her blood pressure was 40/0. When she re- 
gained consciousness she was “sweating and felt 
awful.” After hospital admission, she was given 
glucose and saline intravenously. Adrenalin and 
2 ec. of hydrocortisone were also administered 
intravenously. About two hours later she devel- 
oped red hives, began chilling, itching badly and 
there was a tightness in her throat. Her nose was 
congested, her mouth felt dry and her hands were 
swollen. 

A month before this incidence she had been 
stung by a yellow jacket on the forearm. At that 
time her ears started ‘itching and burning,’ and 
within 45 minutes large water blisters developed. 
Cortisone and adrenalin were administered by 
her physician and symptoms cleared in one and 
one-half hours. Her eyes were swollen shut and 
she was given hydeltrasol and prednisone for this 
condition. 

This patient came to see me after emergency 
treatment had been given by another physician. 
At this time, she had large urticarial wheals 
scattered over her body and her temperature was 
98.6° F. Epinephrine, 1:1,000, 0.3 ec., was ad- 
ministered every 20 minutes for three doses; 
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Acthar®, 20 U. intramuscularly and Dimetane 
extentabs, one tablet every 12 hours. Triam- 
cinolone was started. The dosage schedule was: 
one tablet, three times daily for two days; one 
tablet twice daily for the third day; one tablet 
the fourth day, and one-half tablet for the fifth 
and sixth days. She was also given Isuprel-Franol 
to use in case of another severe reaction to a bee 
sting. She was told to return to my office in a few 
days. When she was seen again, she reported that 


she had been a little feverish the day she saw me 
and the site of the sting itched, but gradually 
during the next two days the urticaria disap- 
peared. Kenacort and Dimetane were discontin- 
ued. She was instructed to keep the Isuprel- 
Franol tablets and to use them as needed. A few 
days later she was skin tested. She gave positive 
reactions to bee, wasp, hornet and yellow jacket. 
Hyposensitization was started and to date she 
has had no reactions to hyposensitization. 


Family History 


WITH INCREASED importance being placed on the 
hereditary nature of many disease states, the 
careful questioning of the patient for evidence of 
any familial disorders takes on increased im- 
portance. This does not mean the routine ques- 
tioning of patients for family history of cancer, 
heart disease, etc., in rather vague fashion, but 
rather a specific search for carrier traits in the 
near relatives which may shed some light on the 
patient’s condition. On our ability to recognize 
the carrier (heterozygous) state, genetic diseases 
can be classified in three categories. The first 
group includes those conditions in which the 
carrier state produces a recognizable clinical 
picture such as in sickle-cell anemia and thalas- 
semia. Second are those conditions in which the 
carrier state can be detected by appropriate 
laboratory tests. In this category belong gout, 
whose carrier state shows only hyperuricemia; 
hereditary hemolytic jaundice which in the car- 
rier state is characterized by asymptomatic 
spherocytosis; xanthomatosis in which the hetero- 
zygote shows hypercholesterolemia. Finally, there 
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is the large and still undefinable group which in- 
cludes a wide variety of neurologic, muscular, 
hematologic and metabolic errors where suitable 
laboratory tests for the detection of the carrier 
state are not yet available. The family history 
with its laboratory validation is apparently com- 
ing into its own. (Pub. Health Rep., 74:1098, 
1959.) 
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Semiannually GP publishes a quiz 

covering its scientific articles. 

Here are the multiple choice questions 

compiled from the January through June issues. 
Answers to these questions appear on page 269. 


1. All but one of the following is considered nor- 
mal for pediatric patients: 

1. Hemoglobin 12.5 Gm. per cent 

2. RBC 4.5 million/c.mm. 

3. Hematocrit 37 per cent 

4. Mean corpuscular volume 82 c.. 

5. Mean corpuscular hemoglobin concentration 

80 per cent 


2. Serum zine concentration is decreased in all 
but one of the following: 

1. Acute infections 

2. Metal fume fever 

8. Chronic infections 

4. Cirrhosis of the liver 

5. Pernicious anemia 


3. Sputum cytologic studies for carcinoma of the 
lung: 
_ 1. Yield a higher percentage of positive diagnoses 
than bronchoscopic biopsies. , 
v 2. Yield positive diagnoses in 100 per cent of 
cases 
3. Are never positive-before there ts x-ray evidence 
of the disease 
4. Are always negative when bronchoscopic biop- 
sies are negative . 
5. Yield positive diagnoses in less than 50 per 
cent of cases 


4. The illustration at the right shows a case of: 
‘1. Adrenogenital syndrome 
2. Hypopituitarism 
3. Hypothyroidism 
4. Hyperthyroidism 
5. Hyperpituitarism 
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5. Depressed redox activity of leukocytes is found 
most commonly in: 

1. Systemic lupus erythematosus 

2. Rheumatic fever 

3. Sulfonamide reactions 

4. Elderly patients 

5. Pulmonary diseases 


6. Of the neurologic complications in diabetes the 
least frequently observed is: 

1. Loss of peripheral reflexes 

2. Paresthesias and hyperesthesias 

3. Ocular paralysis 

4. Atonic bladder 
i 5. Disturbed autonomic nerve function 


7. The J wave, the major headward wave of the 
ballistocardiogram: 
1. Is not altered by coronary artery heart disease 
2. Occurs in ventricular diastole 
- 3. Is due to the impact of blood against aortic 
arch and bifurcation of pulmonary artery 
-4. Is due to ballistic recoil of the ventricles 
5. Becomes larger in heart failure 
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8. The most common complaint of patients with 
hiatus hernia is: 

1. Heartburn 

2. Nausea 

8. Substernal chest pain 

4. Epigastric pain 

5. Hematemesis 


9. Pulmonary involvement in severe rheumatoid 
arthritis: 
1. Has a characteristic roentgenologic appear- 
ance 
2. Is clinically ‘‘silent,” causing no symptoms 
i 8. Occurs only after the joint manifestations have 
been present for a long time 
4. Is frequently characterized by abscess forma- 
tion 
5. Is frequently characterized by small pleural 
effusions 


10. The word “‘polybechia”’ refers to: 
1. A new infectious disease 
2. A disease of multiple etiologies 
8. Excessive food intake 
.4. Excessive coughing 
5. Excessive self-medication 


11. Carbon dioxide inhalation in the therapy of 
cough is contraindicated by all but one of the 
following: 

1. Acute pleurisy 

2. Hypercapnia 

8. Chronicity of cough 
| 4. Laryngeal stricture 
5. Pulmonary embolism 


12. The most common maternal complications of 
induced labor include all but one of the following: 
| 1. Prolonged labor 
2. An increased need for operative delivery 
| 8. Patient anxiety 
4. Failure of induction 
! 5. Tetanic uterine contractions 
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2. 
3. 
4. 


5. 


13. When attempting to prevent further absorp- 
tion of an ingested toxin: 


The administration of emetic drugs has no 
place in modern therapy 

Gastric lavage is more effective than emetic 
agents in emptying the stomach 

Emesis is more effective than gastric lavage in 
emptying the stomach 

Simple aspiration is ineffective in removing 
significant amounts of ingested poisons 
Emesis should be induced immediately if the 
ingested agent is a corrosive 


14, Secretions into the digestive tract amount to: 


1. 2,000 ml. per day 
2. 4,000 ml. per day 
3. 6,000 ml. per day 
4. 8,000 ml. per day 


5. 10,000 ml. per day 


15. The most common cause of hematuria in a 35- 
year-old male is: 


1. Renal infarct 

2. Trauma 

3. Tumor 

4. Acute glomerulonephritis 
5. Inflammatory disease 


16. Sitosterol lowers serum cholesterol by: 


1. Increasing tissue utilization of cholesterol 

2. Increasing urinary excretion of cholesterol 

3. Releasing a lipid mobilizing factor 

4. Decreasing absorption of cholesterol from the 


intestine 
5. None of the above mechanisms 


17. Sturge-Weber’s disease is a cause of juvenile 
hemiplegia. Which of the following is not part of 
Sturge-Weber’s disease? 


1. Cutaneous hemangioma 
2. Acne 

3. Mental deficiency 

4. Convulsions 
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18. The most common symptom in cancer of the 
ovary is: 

1. Loss of weight 

2. Pain 

3. Ascites 

4. Bladder pressure 

5. Anorexia 


19. The epithelial layer of the urinary bladder is 
comprised of: 
1. Tall columnar epithelium 
2. Stratified squamous epithelium 
3. Transitional epithelium 
4. Stratified columnar epithelium 
5. Ciliated columnar epithelium 


20. The greatest incidence of testicular neoplasms 
occurs between the ages of: 

1. 10 to 20 years of age 

2. 20 to 40 years of age 

3. 40 to 60 years of age 

4. Above 60 years of age 


21. The most common form of penile cancer is: 
1. Adenocarcinoma 
2. Epidermoid carcinoma 
3. Basal cell carcinoma 
4. Medullary carcinoma 
5. Scirrhous carcinoma 


22. Laceration of the parotid duct is almost 
always accompanied by injury to the: 

1. Temporal division of the facial nerve 

2. Mandibular division of the facial nerve 

3. Cervical division of the facial nerve 

4. Buccal division of the facial nerve 


23. Paralysis of the upper lip following a deep 
facial laceration is due to trauma to the: 

1. Lingual nerve 

2. Buccal nerve 

3. Temporal nerve 

4. Mandibular nerve 
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24. Which procedure is not advocated in treat- 
ment of the “‘shoulder-hand”’ syndrome? 

1. X-ray therapy 

2. Psychotherapy 

3. Manipulation under anesthesia 

4. Local injections of procaine 


25. What is the most frequently associated other 
endocrine abnormality in the patient with a 
hypersecreting pancreatic adenoma and gastric 
ulceration? 

1. Adrenal cortical adenoma 

2. Pituitary adenoma 

3. Thyroid adenoma 

4. Parathyroid adenoma 


26. Which of the following is not considered a 
definitive procedure in the treatment of eso- 
phageal varices? 

1. Varix ligation 

2. Side-to-side portacaval shunt 

3. End-to-side portacaval shunt 

4. End-to-side splenorenal shunt 


27. What per cent of people who receive public 
assistance for blindness have a medical diagnosis 
of glaucoma, a preventable disease? 

1.1 per cent 

2. 5 per cent 

3.10 per cent 

4. 15 per cent 


28. The “‘severed parotid duct syndrome” con- 
sists of all but: 
1. Section of the buccal branch of the facial nerve 
2. Swelling of the cheek from collection of saliva 
8. Paralysis of the upper lip 
4. Ptosis of the upper eyelid 


Quiz answers appear on page 269. 
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Each year members of a different well-known medical faculty 


prepare articles for this regular GP department. 


This is the first of twelve from the University of Oregon. 


The University of Oregon Medical School 


THE University of Oregon Medical School, located in Port- 
land, the largest city in the state of Oregon, received its 
charter from the Board of Regents of the University of 
Oregon in 1887. Instruction of medical students began 
that fall in a two-room frame building erected with funds 
provided from the private purses of the faculty. 

In 1913 the medical department of Willamette Univer- 
sity at Salem merged with the University of Oregon Medi- 
eal School in Portland. The expanding institution moved 
from its downtown location to a new site on Marquam 
Hill in 1919. Here, the University of Oregon Medical 
School settled down to a period of steady growth marked 
by the construction of new buildings, strengthening of 
medical curriculum, addition of educational and service 
programs and development of research activities. 

Today, 14 buildings, valued at more than $20 million 
and devoted to teaching, research and patient care, dot 
the picturesque 10l-acre campus overlooking the city. 
Two new structures, a $350,000 student activities building 
anda $200,000 addition to the physical plant and ware- 
house, are under construction. Work on a third, a $2,584,000 


Medical Research Laboratories Building, began in mid- 
summer. 

Instruction is provided for about 320 medical and grad- 
uate students and training for 125 interns and residents. 
There are 121 full- and part-time faculty members assisted 
by 506 volunteer clinical faculty members. Postgraduate 
courses in medical specialties are held annually for more 
than 650 physicians. 

Enrollment in the University of Oregon School of Nurs- 
ing, situated on the medical school campus, is nearly 300 
—including student nurses, registered nurses in the bache- 
lor’s degree program and graduate nurses in the master’s 
degree program. In addition, courses in medical technology 
and x-ray technique and clinical affiliations in dietetics and 
occupational therapy are offered. 

Since the opening of the University of Oregon Medical 
School Hospital in 1956, there are 662 hospital beds under 
the direct supervision of the medical school faculty for 
teaching and patient care. The hospitals providing this 
eare include: the University Hospital, which admits pa- 
tients from the entire state; Multnomah Hospital for indi- 
gent patients from Multnomah County; the University 
State Tuberculosis Hospital with a large outpatient unit, 
and the Doernbecher Memorial Hospital for Children built 
in 1926 and now a part of the University Hospital. In 
1958-59, 12,366 patients were admitted to these hospitals. 
The VA Hospital, also located on the medical school cam- 
pus provides an additional 555 beds for teaching purposes. 

In 1958-59, there were 166,255 patient visits to out- 
patient clinics associated with the hospitals. The Crippled 
Children’s Division program in Oregon is administed by 
the University of Oregon Medical School. A separate 
building on the campus provides offices and diagnostic 
facilities for children with crippling conditions. These 
facilities also are utilized for undergraduate and graduate 
teaching. 

Research is equally important with teaching and patient 
care in the University of Oregon Medical School’s pro- 
grams. To provide additional research space, a nine-story 
Medical Research Laboratories Building is being con- 
structed this year. About $1,500,000 is spent annually on 
investigations which deal with the prevention and cure of 
disease. Over 100 research projects are under way at 
present, Achievements of faculty and staff members have 
brought national recognition to the faculty and to the 
University of Oregon Medical School. 

We sincerely hope that physician readers of GP will find 
the articles which will be contributed by the faculty of 
value and interest. 

Davip W. E. Bairp, M.D. 
Dean, University of Oregon Medical Schov' 
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Postgastrectomy Syndromes 


JOHN A. BENSON, JR., M.D. 


University of Oregon Medical School 
Portland, Oregon 


THE TRUE postgastrectomy state is often over- 
looked in our current-day interest in the various 
abnormalities which follow distal partial gas- 
trectomy for peptic ulcer. Peptic ulcer surgery is 
now safer, less mutilating, more physiologic and 
more effective than ever before. This represents 
an enormous contribution by surgeons to the 
well-being of their patients. The mortality from 
partial gastrectomy is of the order of 2 per cent 
to 6 per cent, but may be greater depending upon 
the selection of time of operation, complications 
of ulcer present, competence of the operating 
team and postoperative management, and age of 
the patient. This figure, which must be con- 
sidered very seriously in recommending such 
surgery, is nevertheless about the same as the 
natural mortality in unoperated patients with 
peptic ulcer and its complications. Fortunately, 
early postoperative complications such as throm- 
boembolic phenomena, atelectasis and pneu- 
monia, duodenal leakage, subdiaphragmatic ab- 
scess, wound infection and herniation are seldom 
experienced. It is also fortunate that postopera- 
tive stomal dysfunction is almost always of brief 
duration. 

The report of the Committee on Surgical Pro- 
cedures of the National Committee on Peptic 
Ulcer of the American Gastroenterological Asso- 
ciation in 1952 relates the high degree of success 
obtained by partial gastrectomy. In patients 
with duodenal ulcer without hemorrhage who 
underwent resection of more than 70 per cent of 
the stomach, 88.8 per cent were satisfied and 90 
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per cent were free of ulcer symptoms. Eighty-two 
per cent had not only subjective satisfaction, 
including ability to eat meals of normal size, but 
were also able to work. This “satisfaction index’”’ 
was less favorable if less than 70 per cent of the 
stomach was resected, if duodenal ulcer had been 
complicated by hemorrhage requiring the opera- 
tion, if the ulcer was not removed or if the gastric 
resection had been done for gastrojejunal ulcer 
subsequent to a primary gastric resection. In 
another study, the patients subjected to gastric 
resection for gastric ulcer were found to be more 
satisfied than those whose operation had been 
performed for duodenal ulcer. Such an achieve- 
ment is indeed creditable in medicine, especially 
by a procedure which is not considered ideal by 
anyone. 

A certain proportion of patients who have had 
distal partial gastrectomy suffer from a variety of 
complaints which have been loosely grouped 
under the term “‘postgastrectomy syndromes.” 
For the sake of convenience, these will be dis- 
cussed under the headings of “recurrent ulcera- 
tion,” “dumping syndromes,” “malnutrition” 
and “anemia.” Perhaps 5 to 15 per cent of in- 
dividuals with gastrectomy suffer from these 
maladies, but true incapacitation from them 
probably involves only 1 to 2 per cent. 


Recurrent Peptic Ulceration 


The reactivation of an unremoved duodenal 
ulcer, by-passed by gastrojejunostomy after distal 
partial gastrectomy, is rare and difficult to 
demonstrate radiographically. Peptic ulceration 
at the site of anastomosis is less rare, occurring in 
about 2 per cent of patients after partial gas- 
trectomy and in a higher percentage of patients 
subjected to posterior gastroenterdstomy alone. 
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The proportion of recurrent and gastrojejunal 
ulcers after the latter procedure increases 
steadily as the follow-up is prolonged; for exam- 
ple, one observer found about 9 per cent severe 
relapses after one year, 20 per cent after five 
years and 25 per cent after 20 years. The ulcera- 
| tion is usually of the jejunum at the stoma, or 
just opposite it, but a gastric ulceration may 
| develop near the stoma and deserves the usual 
| serious attention. 
| If peptic ulcers occur rapidly or in unusual 


locations such as lower in the jejunum after 
resection, and especially if hypersecretion can 


FIGURE 1. X-ray after a barium meal showing a large ulcer 
crater below the gastric remnant and barium entering both the 
jejunum on the left side of the abdomen and the transverse 
colon and hepatic flerure. Note that most of the barium enters 
the jejunum. 
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still be demonstrated, the possibilities of asso- 
ciated pancreatic islet cell tumors (Zollinger- 
Ellison syndrome) or parathyroid overactivity 
should be considered. 

The therapy for anastomotic ulcer may be 
temporarily successful in only about 30 per cent 
of the cases treated with the usual medical pro- 
gram. However, an appropriate period of ex- 
tremely strict dietary, antacid and anticholinergic 
therapy should be carried out, preferably in the 
hospital, before any commitment is made to 
operate. Usually, such therapy offers only tem- 
porary relief or merely facilitates the technical 
aspects of the subsequent operation by reducing 
inflammation in the area. The potential compli- 
cations offer such a threat that surgery should 
not be delayed, and resection or vagotomy alone 
has achieved satisfactory results in 86 per cent. 


CONTROL OF ACID SECRETION 


The surgeon has several jobs to do in his opera- 
tion. They are all related to control of acid secre- 
tion. First, careful inspection for retained antrum 
should be made. If the gastric remnant seems un- 
duly capacious and especially if preoperative 
studies have indicated a persistently high output 
of hydrochloric acid, further resection of the 
acid-bearing area of the fundus may be necessary. 
If the stoma is found to be high, permitting 
gastric stasis and thereby stimulation of acid 
secretion, it should be replaced in the most de- 
pendent position when the patient is upright. 
Through the same abdominal approach, a pains- 
taking resection of portions of both vagus nerves 
and their twigs to the lower esophagus offers the 
best chance to reduce or even abolish the potent 
cephalic phase of gastric secretion. Finally, a 
careful search for islet cell tumors of the pancreas 
should be made. 


GASTROJEJUNOCOLIC FISTULA 


A complication of anastomotic ulcer that de- 
serves comment is gastrojejunocolic fistula 
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(Figure 1). Such a shunt may produce diarrhea, 
feculent eructations and vomiting, pronounced 
malabsorption with its secondary effects of 
specific deficiencies and progressive malnutrition, 
and an inflammatory mass. The malabsorption 
may develop as a result of the invasion of the 
absorbing gut by colonic flora, as in “‘blind loop” 
conditions. Such a lesion may have to be handled 
in the debilitated patient by a colostomy proxi- 
mal to the fistula or may be corrected in one 
stage by en bloc excision with reanastomosis of 
the affected viscera. There is usually little point 
in a prolonged preoperative attempt at medical 
rehabilitation. 


POSTGASTRECTOMY GASTRITIS 


There is another process which may lead to 
postgastrectomy erosions of the gastric mucosa. 
This has not been well documented histologically 
and is best known to gastroscopists as “post- 
gastrectomy gastritis.” To it are attributed many 
of the upper gastrointestinal hemorrhages oc- 
curring after partial gastrectomy. It is an idio- 
pathic chronic gastritis and may be due to 
irritation by biliary reflux or a defective local 
circulation. 

Atrophic Gastritis. Atrophic gastritis may also 
follow gastrectomy, particularly if the surgery 
was done for gastric ulcer or if there is profound 
postoperative iron deficiency. Such a lesion may 
cause bleeding. It may also lead to deficient secre- 
tion of intrinsic factor which in turn causes faulty 
assimilation of vitamin By». 

Therapy. Therapy of these two forms of gas- 
tritis includes frequent small feedings of a bland 
diet, demulcents and replacement of proven de- 
ficiencies. The most important of the latter is 
prolonged oral administration of ferrous sulfate 
and parenteral vitamin By,» in doses calculated to 
replenish and maintain depleted body stores. 
Rapid or severe blood loss requiring many trans- 
fusions or further gastrectomy rarely complicates 
gastritis. 
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The Dumping Syndromes 


There is a constellation of symptoms, usually 
called “dumping,” following the ingestion of food 
by some unfortunate patients with partial gas- 
trectomy. The term shoud not be loosely applied 
to all postgastrectomy distress. The symptoms 
include weakness, faintness, sweating, nausea, 
vomiting and a sense of fullness. These phenom- 
ena may be further classified into the full stomach - 
syndrome, early dumping, the afferent loop syn- 
drome and late dumping. 


THE FULL STOMACH SYNDROME 


Nearly all patients complain for a few weeks 
after gastric resection of a fullness or pressure in 
the epigastrium after eating. This is thought to 
result from rapid gastric emptying and jejunal 
filling. It is unaffected by posture and is com- 
pletely relieved by splanchnic block. It disap- 
pears gradually and spontaneously. Therapy, 
beyond minor adjustment in the size of meals for 
a limited period, is ordinarily unnecessary. 


EARLY DUMPING 


Early dumping usually includes the above 
symptoms in varying degrees of severity plus 
postprandial faintness, the need to lie down, an 
urge to defecate, palpitations, fear of eating, par- 
ticularly to the point of fullness and consequent 
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poor appetite. These events ordinarily begin dur- 
ing the meal or within minutes after it and last 30 
to 45 minutes. These symptoms may be transient, 
gradually disappearing or gradually forgotten as 
the patient succeeds in various devices to avoid 
trouble from his smaller gastric reservoir. In 
about 4 to 10 per cent of patients, however, these 
symptoms may become persistent and incapaci- 
tating. Most patients tend to get better in two to 
four years. 

Such unpleasant sequelae of gastric resection 
are more common after gastrectomy for gastro- 
jejunal ulcer with hemorrhage, an ulcer recog- 
nized as intractable. This syndrome otherwise 
occurs regardless of the nature of the lesion for 
which the gastric resection was performed. It 
may occur after all forms of surgery involving a 
gastroenterostomy of some kind, but especially 
distal partial gastrectomy with gastrojejunos- 
tomy. Some believe that about 4 per cent of un- 
operated patients with duodenal ulcer have 
dumping symptoms and perhaps resection should 
be avoided in these patients. 

The best evidence suggests that the principal 
mechanism involved is an autonomic discharge 
secondary to (1) a drop in plasma volume and 
(2) distension of the jejunum. 

Drop in Plasma Volume. It is believed that 
rapid secretion of digestive juices to dilute the 
hypertonic food suddenly emptied by the stom- 
ach leads to this fall in plasma volume. There is a 
concomitant fall in serum potassium, rise in 
hematocrit, increased skin temperature, tachy- 


cardia and usually a slight rise in systolic blood 
pressure. The abrupt fall in plasma volume ap- 
parently stimulates pressoreceptors in the aortic 
arch, carotid sinus and mesenteric vessels, lead- 
ing to a sympathetic discharge and the above 
symptoms. 

Distension of the Upper Jejunum. Mechanical 
distension of the upper jejunum by the bulk of 
diluted contents may produce the local sensations 
of discomfort, fullness and nausea without the 
more peripheral and systemic manifestations at- 
tributed to decreased plasma volume. Balloon 
distension of the jejunum will do the same. In- 
creased intraluminal tension may so exaggerate 
motility as to produce violent borborygmi, cramps 
and diarrhea. The attack may induce consid- 
erable apprehension on the part of the patient. 


THE AFFERENT LOOP SYNDROME 


Often occurring simultaneously with the early 
postprandial dumping symptoms, but only in 
those with a Billroth II hookup, is a group of 
complaints called the “afferent loop syndrome.” 
In this instance, vomiting and sometimes epi- 
gastric pain are the cardinal additional symptoms. 
The vomiting tends to be periodic and of a thin 
biliary fluid without food being raised. Vomiting 
may occur during a meal and is usually followed 
by considerable relief, enabling the patient to re- 
sume the meal or complete an even larger food 
intake without ill effect. Gradually less and less 
food provokes the telltale nausea and discomfort 
in ensuing days and the vomiting repeats itself 


JOHN A. BENSON, JR., M.D. is associate professor of medicine and head of 
the Division of Gastroenterology, University of Oregon School of Medicine, 
Portland. A 1946 graduate of Harvard Medical School, Dr. Benson served 
in clinical and research gastroenterology fellowships at both Peter Bent 
Brigham Hospital and Massachusetts General Hospital, Boston, and Mayo 
Clinic. From 1954 to 1959, he was an instructor at his alma mater. Dr. 
Benson is a member of the American Federation for Clinical Research, the 
Western Society for Clinical Research and the American Gastroenterological 


Association. 
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with similar relief. This may be due to the grad- 
ual accumulation of bile and pancreatic fluids in 
a long afferent loop, irritation of the stomach by 
biliary reflux, and a defective anastomosis which 
interferes with passage of the biliary-pancreatic 
secretions into the lower intestine. It is very im- 
portant in studying such patients to determine 
during a barium meal the site of the gastro- 
jejunostomy. If it is high or if the afferent loop 
just beyond the stoma is tacked up higher than 
the stoma against the stomach wall, a mechanical 
deterrent to free emptying of the afferent loop 
can be demonstrated (Figure 2). Another local 
lesion causing chronic recurrent symptoms and 
which may be evident on x-ray is retrograde in- 
tussusception of the efferent jejunal loop into the 
gastric remnant. 


LATE DUMPING 


Late dumping is characterized by the occur- 
rence two to three hours after meals of faintness, 
weakness, palpitations, sometimes actual syn- 
cope, hunger, tremor, sweating but no gastro- 
intestinal symptoms. The episodes last for ap- 
proximately 30 minutes. There is considerable 
uniformity of opinion that this form of dumping 
is associated either with blood sugar rapidly 
plunging from high levels or with actual hypo- 
glycemia. It is apparently related to the reactive 
hypoglycemia resulting from the relatively high 
blood sugars induced by rapid presentation of 
carbohydrate by the stomach to the absorbing 
jejunum (Figure 3). Usually this syndrome tends 
to disappear spontaneously within two to five 
years. 


THERAPY 


Therapy of the dumping syndromes is none too 
satisfactory. The patients usually have mild com- 
plaints in the early weeks after gastrectomy, so 
this occurrence should not be too discouraging to 
either the patient or his doctor. Several tricks 
may help in modifying the discomfort. Meals 
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FIGURE 2. X-ray after a barium meal showing that the stoma 
of the gastrojejunostomy was made in a nondependent position 
high on the lateral wall of the gastric remnant. Note, too, that 
the efferent loop of jejunum runs in front of the stomach under 
the diaphragm and the afferent loop of jejunum contains 
trapped gas. Conversion of this anastomosis to gastrodu- 
odenostomy led to abolition of symptoms and weight gain of 25 
lb. in three months. 
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may be eaten in the reclining position or the 
patient may lie down following meals. Sometimes 
drinking 240 ml. or so of fluid about one hour 
prior to meals helps the problem of thirst and 
provides a source of plasma fluid for gastroin- 
testinal secretions. 

Diet. The character of the diet must be altered. 
Feedings should be small, dry and given several 
times daily because of the small gastric capacity. 
Fluids should be taken between meals. At first 
only one tablespoonful of liquid per meal may be 
tolerated. Meals should be regular, eaten care- 
fully with proper mastication in a relaxed at- 
mosphere and without gulping. Extremes of tem- 
perature in food and drink should be avoided, and 
highly concentrated carbohydrate or salty foods 
must be avoided because of their high osmolarity. 
Milk is therefore usually poorly tolerated, as are 
iced drinks, chocolate, sweets, frozen desserts, 
gravies, rich sauces, fruit syrups, sweetened bev- 
erages, candy, many processed meats and sweet- 
ened cereals. At first carbohydrates should be 
severely restricted, then gradually potatoes, veg- 
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etables, thick cereals, limited amounts of breads, 
macaroni or noodles may be added to an approxi- 
mate total of 100 Gm. per day. Finally, unsweet- 
ened fruits may be added at meal times, and fruit 
juices at least 30 to 60 minutes after meals in the 
patient who is progressing well. 

Because of these restrictions, supplementary 
vitamins are ordinarily desirable to achieve a 
balanced and adequate intake. Fat should be 
featured in the diet, particularly the vegetable 
fats since they contain relatively more unsat- 
urated fatty acids which are more readily ab- 
sorbed. Fried foods are usually well tolerated 
unless there is a pronounced concurrent defect in 
lipid absorption resulting in discomfort and diar- 
rhea. The usual satiety value of fats is abolished 
in these patients, and so they can usually be 
enjoined to take over 200 Gm. of fat daily. The 
liberal use of margarine or butter, especially on 
meats and other protein foods, should be encour- 
aged. If milk and milk products are poorly toler- 
ated, a calcium supplement may be advisable, 
such as calcium lactate powder, 2 Gm., three 
times a day. Proteins should also be given in 
generous quantities. A total caloric intake might 
include carbohydrate 0 to 100 Gm., protein 125 
to 150 Gm. and fat 150 to 300 Gm. per day. The 
diet should be liberalized as soon as the patient 
can tolerate it. It may be necessary, however, to 
revert to a lower carbohydrate intake on occa- 
sions. At best no more than 75 per cent of pa- 
tients can be expected to respond to such a 
program. 

Medications. To counteract some of the auto- 
nomic symptomatology and to relax smooth mus- 
cle, effective medications may be given 30 to 45 
minutes before meals. These include tolerance 
doses of tincture of belladonna, 15 mg. of pheno- 
barbital and 20 to 25 mg. of ephedrine sulphate. 
Neither splanchnic block nor hexamethonium has 
been consistently helpful. 

Exploration. If an abnormal situation is dis- 
covered by x-ray or suspected from the operative 
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note or record of the immediate postoperative 
course, it sometimes proves wise to explore the 
patient. There may be an opportunity to relieve 
mechanical interference with emptying of the 
afferent loop. Some surgeons attempt to secure 
the stomach to prevent excessive drag on the 
gastric remnant by a filled, heavy jejunum when 
the patient is standing. Others try to correct a 
patulous stoma by narrowing it to one which 
permits merely one finger’s entry. Many examples 
of relief of symptoms following conversion of a 
Polya anastomosis to a Billroth I gastroduodenos- 
tomy encourage one to consider this alternative 
in the refractory case. 

Therapy for Late Dumping. For late dumping, 
which rarely occurs in a patient with the early 
postcibal variety, the treatment consists of the 
same sort of low carbohydrate, high protein diet 
and the use of sweets at the time of symptoms. 
Experimental introduction of hydrochloric acid 
into the small intestine induces some fall in blood 
sugar. Therefore, antacids also are useful for late 
dumping. The patient should be advised to carry 
candy or sugar lumps to avoid such embarrassing 
symptoms. 

Dumping is frequently the reason for the pa- 
tient’s dissatisfaction with his operation. It is 
usually these patients who feel unable to work, 
who cannot regain preoperative weight and who 
present themselves as hostile, helplessly depend- 
ent personalities. 


Malnutrition 


It has been long recognized that malnutrition 
frequently follows partial gastrectomy. In one 
study only 11 per cent of the patients realized 
their ideal weights postoperatively and in another 
15 per cent were found to be at least 25 per cent 
under their predicted normal weight. The gen- 
eral impressions exist, although without firm sub- 
stantiation, that the more extensive the resection 
and the more the immediate preoperative weight 
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FIGURE 4. The ratio of foodstuff to pancreatic enzyme has been 
determined in serial aspirates taken from the distal jejunum. 
In the normal individual or after gastroduodenostomy the 
ratio is stable over a three-hour period, indicating good mixing. 
After a Billroth II anastomosis, however, there is a much 
greater proportion of foodstuff relative to the enzyme present 
during the first hour, indicating that the food precedes the 
digestive enzyme down the jejunum (after Lundh). 


is depressed below normal, the more common are 
the nutritional disorders. 


INADEQUATE FOOD INTAKE 


The causes for such malnutrition are several. 
The most important, because something can 
usually be done about it, is an inadequate food 
intake for the energy needs of the patient. This 
averages about 600 calories per day, according to 
one study. This may be due to poor appetite, 
severe dumping and a fear of eating. It is also 
often caused by grossly insufficient meals due to 
the rapid satiety of the patient with a small gas- 
tric reservoir. Many of these patients have a dis- 
taste for milk. By rearranging the diet, particu- 
larly by introducing liberal amounts of fat and by 
feeding six meals or so during the day, a sufficient 
caloric boost can often be provided to stem a 
downward turn. 


STEATORRHEA 


Another cause for malnutrition is steatorrhea. 
There have been, however, no studies specifically 
correlating the extent of the impairment in fat 
absorption with the nutritional status of the gas- 
trectomized patient. The fecal fat loss seems in a 
large part to be caused by a digestive defect. If 
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milk, for example, isadministered directly into the 
jejunum by tube feeding, only 65 per cent to 80 per 
cent of its fat is absorbed. In some, there is inter- 
ference with the usual stimulation of pancreozy- 
min secretion. Furthermore, a proven impairment 
in the coordination of mixing of food with bile 
and pancreatic juice has been shown, the food 
often preceding the digestive juices down the 
jejunum (Figure 4). Other studies have shown a 
fall in steatorrhea with bile salt and pancreatic 
extract therapy or better absorption of labeled 
oleic acid than of labeled triolein (Table 1). 
Defective Absorption. Another possible cause of 
the steatorrhea is a defect in intestinal absorption 
itself. This is perhaps unveiled by the surgery. 
Many of the patients, although not necessarily 
those with steatorrhea, have a defective absorp- 
tion of the simple pentose, xylose, which needs 


TABLE 1. 
Studies of Steatorrhea Using Radioactive 
Triolein and Oleic Acid in Patients 
with Various Gastric Operations 
(After Shingleton and Associates) 
Fecal Values 
(Per cent oral dose) 
Patients Triolein Oleic Acid 
Controls 25 0.6% — 
14 0.4% 
Billroth II 50 14.14 _ 
14* 24.2 3.6 
Billroth I 9 4.28 -- 
Posterior 
Gastroen- 
terostomy 
and 
Vagotomy 22.0 
*Selected because of steatorrhea. 
**Selected because underweight. 
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no digestion. Also, cases with patchy jejunal 
atrophy have been demonstrated, a process which 
would reduce the effective absorbing surface of 
the small intestine. The length of duodenum and 
jejunum which is ordinarily by-passed as a result 
of gastrojejunostomy would not, with the pos- 
sible exception of iron, seem to interfere with a 
significant quantity of the absorption of any 
foodstuff. But this motor unit gives a normal indi- 
vidual a kind of “‘cocktail shaker” action to emul- 
sify fat and mix this emulsion with pancreatic 
lipase. Stagnation in long afferent loops has led 
to the accumulation of a coliform bacterial flora, 
which appears to interfere with fat absorption 
as in the “blind loop” syndromes. Furthermore, 
the rapidity of gastric emptying and the irrita- 
bility of the jejunum rapidly flush the ingested 
food well down into the small intestine (intestinal 
hurry), perhaps beyond the optimal sites for 
absorption of fat and other foodstuffs. 

Gastroileostomy. Gastroileostomy is a surgical 
accident which leads to steatorrhea, a rapidly 
progressive cachexia, and particularly hypopro- 
teinemia with edema. A patient in whom this 
error has been committed becomes malnourished 
within a few months of gastrectomy. A gastro- 
intestinal series will demonstrate the cause if the 
barium is followed through the small bowel (Fig- 
ure 5). Such a study is always indicated in the 
patient with a malnutrition or steatorrhea fol- 
lowing gastrectomy. Prompt correction of this 
mistake with creation of a gastrojejunostomy 
usually reverses the problem effectively. 

While these mechanisms have been definitely 
proved to exist in certain instances, no final an- 
swer to the causes of steatorrhea and malnutri- 
tion after gastrectomy is available. Too many 
exceptions exist. For example, using careful bal- 
ance studies, various interested centers have 
failed to demonstrate consistent results from hy- 
drochloric acid, bile salts, pancreatic extracts, 
cortisone, gastric mucosal extracts and emulsify- 
ing detergents. The reason why some patients 
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remain underweight cannot be ascertained. In 
general, this is a greater problem after a Polya 
gastrectomy than after the Billroth I type, and 
gastroenterostomy alone presents less trouble 
than partial gastrectomy. There are various 
maneuvers to create a larger gastric reservoir 
with jejunal or colonic transplants or with a 
jejunal pantaloon type arrangement. Hemigas- 
trectomy or antrectomy with protection against 
acid by an added vagotomy also seems to be a 
step in the right direction. Others haveattempted 
to create a tighter, one finger stoma in an attempt 
to reproduce the normal stomach’s ability to 
eject intermittently small quantities of ingested 
food and gastric juice. Nevertheless, none of 
these operations is exempt from the problems 
mentioned. This suggests that the causes for 
malnutrition and steatorrhea are indeed multiple. 
Results of Defective Absorption. The results of 
such defective absorption include an under- 
weight condition and lack of energy and strength. 
Perhaps, because of poor nutrition, these pa- 
tients seem more susceptible to pulmonary tuber- 
culosis and Salmonella diarrhea. Some 5 per cent 
of the patients demonstrate a persistent diarrhea 
which may result from meteorism as well as mal- 
absorption. Depression and loss of libido are fre- 
quent. The result of the disability may be a loss 
of earning power and its secondary social effects. 
Various specific deficiencies have been described 
in these patients, including angular stomatitis, 
glossitis, osteomalacia, pellagra, Wernicke’s syn- 
drome, peripheral neuritis and ariboflavinosis. 


TREATMENT 


The treatment of this problem is largely one of 
inducing a larger caloric intake while trying to 
avoid some of the resulting discomforts. This 
takes patience and good humor on the part of 
both patient and physician. Some patients derive 
considerable benefit from readjustment of the 
diet as mentioned (Table 2). Fried foods are not 
to be discouraged for if tolerated they offer the 
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FIGURE 5. Within only 15 minutes after ingestion barium is 
seen to traverse only about 3 ft. of small bowel before reaching 
the cecum. 


TABLE 2. 


Effect of Increasing Caloric Intake 
on Body Weight After Partial Gastrectomy 


Stool Fat Weight 


Intake (Per Cent Intake) (kg.) 
Operation 54.0 
55 weeks 2,100 36.7 
23 weeks 2,352 15% 44.2 
12 weeks 2,100 — 40.2 
6 weeks 2,352 9% 42.5 
Normal <5% 
113 
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caloric bonus of fat. These patients deserve a 
trial at least of an active pancreatic extract (4x 
N.F.) 2 to 4 Gm. in nonenteric form during each 
meal, along with 1 to 2 Gm. of bile extracts con- 
taining conjugated bile salts. The patient will ab- 
sorb more fat in a day if small quantities are fed 
frequently throughout the day and less carbo- 
hydrate is fed with it. In some men, methy] tes- 


TABLE 38. 

Effect of Conversion of Gastrojejunostomy 
into a Gastroduodenostomy on Fat 
Absorption and Body Weight 


Intake Stool Fat Weight Change 

Calories /day Per Cent Intake kg./12 days 

2,325 11.8% —0.5 

3,095 13.4% +1.3 
Gastroduodenostomy 

2,325 5.9% +1.0 

TABLE 4. 


Incidence of Problems After Resection of 70 
per cent of the Stomach for Duodenal Ulcer 


4-10% 
Lasting inability to eat full meals.................. 8% 
30-80% 
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tosterone linguets (25 mg. daily) may stimulate 
well-being, appetite and anabolism, and so it is 
worth at least a limited trial. Atropine before 
meals may improve absorption in some by lessen- 
ing intestinal hurry. Finally, if such dietary 
maneuvers and persuasion fail, consideration of 
conversion of a gastrojejunostomy into a gastro- 
duodenostomy should be undertaken. This has 
provided some patients with definite improve- 
ment in fat absorption (Table 3). 


Anemia 


Anemia occurs in 20 to 33 per cent of patients 
after partial gastrectomy. It is more apt to occur 
in women and after operations for gastric ulcer. 
There are three general types: iron deficiency 
anemia, macrocytic anemia and mixtures of these 
two. 


IRON DEFICIENCY ANEMIA 


Iron deficiency anemia may result from blood 
loss incident to gastritis or anastomotic ulcer and 
less commonly from reduced iron absorption. 
With reduced gastric acidity, there is a chance 
for dietary iron to remain reduced in the relative- 
ly unavailable ferric form. After gastrojejunosto- 
my, food iron largely by-passes the presumed 
duodenal mucosal receptor system of assimila- 
tion. It also seems to be established that iron 
absorption, as measured by oral tolerance curves, 
is better in those with a Billroth I reconstruction 
than in those with gastrojejunostomy. However 
theoretic these explanations are, the fact is that 
following partial gastrectomy there is a decreased 
absorption of the organic iron contained in food, 
even though the patient has depleted iron stores. 
These patients can absorb sufficient iron from 
usual doses of ferrous salts fed with or without 
meals. 

Therapy. The therapy for such hypochromic 
anemias is to correct any ulcerating process 
which may contribute to blood loss and to give 
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oral iron preparations, which are usually well 
tolerated. At times, intramuscular iron and 
transfusions may become necessary. [ron therapy 
may have to be continued for months or years to 
restore and maintain proper iron stores. 


MACROCYTIC ANEMIA 


Macrocytic anemia with megaloblastosis in the 
bone marrow has been reported in 0.6 per cent of 
patients receiving distal partial gastrectomy for 
various lesions. Many of these patients may show 
the gastric atrophy of pernicious anemia at the 
time of gastrectomy and in them such an anemia 
within a few years is quite predictable. Most of 
the patients have such pathology when the 
anemia becomes fully developed. Therefore this 
picture is seen more often after partial gastrecto- 
my for gastric ulcer or cancer than after resection 
for duodenal ulcer. It is also more common after 
proximal gastrectomy since the fundus supplies 
the greater part of intrinsic factor. 

Malabsorption of Vitamin Bj. Tests of radio- 
active vitamin Bj. absorption reveal that these 
patients fail to assimilate this vitamin normally. 
Such a deficiency has been demonstrated by de- 
tecting the reduced hepatic uptake of labeled 
vitamin Bye, by finding excessive fecal loss of this 
vitamin, or by finding negligible amounts of the 
vitamin in the urine (Schilling test) after the oral 
administration of radioactive vitamin B,2. Hence 
parenteral replacement therapy becomes neces- 
sary. Intrinsic factor will correct the poor absorp- 
tion if fed along with the By. 

An interesting speculation concerns the prob- 
ability that chronic iron deficiency per se predis- 
poses to sufficient gastric atrophy to limit the 
secretion of intrinsic factor. Thereby iron defi- 
ciency contributes to the malabsorption of vita- 
min By. For this and other reasons, it is wise to 
search the peripheral blood film in these patients 
carefully for two populations of red cells, one 
hypochromie and small and the other macro- 
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cytic. In such an instance, both parenteral vitamin 
By. and oral iron therapy are indicated. One 
might expect a rare case of folic acid deficiency 
after gastrectomy, but such does not appear to be 
a common enough clinical event to warrant poly- 
valent therapy. 

A few instances of combined system disease 
have been reported after gastrectomy. 


Incidence of Cancer 


The occurrence of cancer of the stomach after 
partial gastrectomy for ulcer is exceedingly rare, 
especially at the anastomosis, there being only 
isolated case reports in the literature. This prob- 
lem is more frequent when the partial gastrec- 
tomy has been performed for gastric ulcer rather 
than for duodenal ulcer. The situation is usually 
difficult to diagnose by x-ray and requires surgi- 
cal intervention if operability can be established. 
Prognosis of such cancers is especially poor. 


Conclusions 


While partial gastrectomy remains one of our 
most effective forms of management of the com- 
plicated or intractable ulcer, certain poorly un- 
derstood and often poorly diagnosed syndromes 
may ensue. The physician must learn to dis- 
tinguish these syndromes from functional com- 
plaints, especially in patients in whom gastrecto- 
my never should have been done in the first place. 
He must offer sympathetic and continuing advice 
to these patients for their psychologic lot is 
usually an unhappy one. Moderate measures 
should be tried at first, patiently and exhaustive- 
ly, and as much as possible the patient must be 
sustained by the doctor’s interest if not his suc- 
cess in therapy. Reconstructive surgery may 
offer gratifying rehabilitation in the well-selected 
patient. Replacement therapy of specific proven 
deficiencies is imperative. 
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Cholesterol Pericarditis 


SOL KATZ, M.D. 
Associate Editor, GP 


THE PRESENCE of pericarditis is always a stimu- 
lating challenge to the identification of its eti- 
ology. The use of pericardial biopsy has resulted 
in the precise identification of the cause in 
patients with obscure and more protracted va- 
rieties of pericarditis. 

One of the most unusual and rarer types of 
pericarditis is cholesterol pericarditis. The eti- 
ology and pathogenesis of this form of pericardi- 
tis is poorly understood. Hemopericardium from 
any cause, tuberculosis and myxedema have been 
found as background disorders. However, there 
may be no apparent cause for the cholesterol 
pericardial effusion. 

The fluid is alkaline and its color is usually a 
striking golden yellow which has given rise to the 


name “‘gold paint pericarditis.”” The fluid may be 
light yellow, brown or dark red. Many cholesterol 
crystals are found. 

The origin of the cholesterol crystals is not 
clear. It has been suggested that they originate as 
a protracted exudation containing cholesterol 
derived from the blood stream. In addition, the 
progressive thickening of the pericardium delays 
the resorption of cholesterol. The serum choles- 
terol is ordinarily normal or in the case of 
myxedema elevated. However, the cholesterol 
level in the pericardial fluid is disproportionately 
high. It has been proposed that when these fluids 
are tuberculous perhaps the cholesterol crystals 
are associated with the destruction of tubercle 
bacilli and an alteration of its lipoid constituents. 
The precipitation of cholesterol crystals has also 
been attributed to an alteration in the physico- 
chemical state of the pericardial fluid due to an 
absence of suspending lipoproteins. 

At pericardial biopsy there are soft orange- 
yellow cholesterol plaques on the visceral and 
parietal pericardial surfaces. Organization of the 
pericardial peel may result in constriction with 
chronic cardiac compression. 


FIGURE 2. In the Trendelenburg position FIGURE 3. Pericardial biopsy showing 
FIGURE 1. Massive tuberculous pericar- the base of the heart is widened compared hyalinization and numerous cholesterol 


dial effusion in a 5-year-old child. 


to that seen in Figure 1. 
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Cancer Risks of Imferon 


Happow and Horning have injected the iron- 
dextran complex (Imferon®) into animals. They 
noted the development of 20 sarcomas in 30 rats, 
and 27 sarcomas in 37 mice, given Imferon by 
repeated injection subcutaneously. The dextran 
by itself was inactive. The sarcomas developed 
only after massive doses of the iron-dextran and 
there have been other studies which indicate that 
lesser doses do not cause adverse effects in the 
rats and mice which were injected. This is, how- 
ever, the second report of the carcinogenic action 
of iron-dextran and the authors do not believe 
that this drug should be continued in general 
medical usage. (J. Nat. Cancer Inst., 24:109, 
1960.) 


Angioid Streaks and Sickle Cell Anemia 


PATON discusses the occurrence of angioid streaks 
in the retinas of patients with sickle cell anemia. 
These streaks are brownish-black lines seen in the 
retina on ophthalmoscopic examination. These 
lines may be smaller or larger than retinal arter- 
ies. They sometimes branch and frequently are 
associated with a peripapillary star-shaped, 
whitish area. In the past, the majority of angioid 
streak cases had been found either in osteitis 
deformans or pseudoxanthoma elasticum. The 
present report deals with two young men with 
sickle cell anemia who had angioid streaks but 
neither of the two diseases mentioned above. The 
author describes these cases and presents fundal 
photographs to illustrate the condition. 

The pathogenesis of angioid streaks has long 
been a matter of controversy. Theories which 
have been proposed and discarded include hemor- 
rhage, vascular insufficiency and normal or aber- 
rant choroidal vessels. One possible cause is 
breaks in Bruch’s membrane with basophilia of 
the membrane. Sickle cell anemia with its anemia, 
retinal hemorrhages and occlusive vascular dis- 
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ease could conceivably result in breaks of this 
membrane and the typical discoloration produc- 
ing an angioid streak. Beyond suggesting the 
presence of significant local vascular disease, the 
finding of angioid streaks has, as yet, no clinical 
significance. In certain cases it could draw atten- 
tion to the possibility of either osteitis defor- 
mans, pseudoxanthoma elasticum or sickle cell 
anemia if these diagnoses had not been suggested 
by the remainder of the clinical picture. (A.M.A. 
Arch. Path., 62:852, 1959.) 


Smokers’ Lung 


VITAL lung capacity is significantly lower in 
smokers than in nonsmokers after age and body 
weight are eliminated as variables. Residual lung 
volume is larger in smokers, but not consistently 
at all levels of smoking. The difference in vital 
capacity, residual volume and the ratio of residual 
volume to total lung capacity are of the kind that 
could be expected if smoking is a factor in pro- 
ducing an increase in airway resistance. (Ann. 
Int. Med., 51:68, 1959.) 


Sociable Staphylococci 


HARE contends that it is not the appearance of 
antibiotics but the disappearance of treatment 
of patients at home which is largely responsible 
for the staphylococcic problem. It is not resist- 
ance to antibiotics but rather the enhanced 
ability of staphylococci to propagate by changes 
in its surroundings, i.e., the concentration of 
seriously ill patients in general hospitals, the 
use of such agents as corticoids, etc. This may 
alter resistance, and the increasing practice of 
surgical intervention results in spread of in- 
fection. An organism so well endowed as the 
staphylococcus for parasitizing the noses of 
normal persons and causing cross-infections has 
many opportunities in a modern hospital for 
setting up shop. (Practitioner, 184:80, 1960.) 
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Cortisone Ulcers 


THE ADRENAL has an important role in the gene- 
sis of peptic ulceration. This has been postulated 
for years on the basis of animal experimentation 
and the observations in the human of increased 
incidence of peptic ulceration on corticoid ther- 
apy. Gray collected data on 1,361 patients on 
adrenal steroid maintenance therapy. Peptic 
ulcer was found in 7.1 per cent as compared with 
a reported annual incidence of spontaneous 
development of ulcer of 0.15 to 0.38 per cent in 
the general population. In a collected series of 
363 patients with Addison’s disease, chronic 
peptic ulcer was found in only three patients. 
Uleers developed in a significant number of both 
the Addison’s disease and adrenalectomized pa- 
tients given 25 mg. of cortisone daily for several 
years. Gray postulates that the adrenal hormone 
must be present for normal gastric secretion and 
excess corticoid hormone may sensitize the gas- 
tric mucosa to ulcerogenic influences it could 
otherwise withstand. (Gastroenterology, 37:412, 
1959.) 


Mechanism for Pyelonephritis 


EXPERIMENTALLY, pyelonephritis has generally 
been produced by methods that involve intra- or 
extrarenal obstruction to the flow of urine and 
the subsequent injection of bacteria into the 
blood stream. In addition, several strains of bac- 
teria have produced infections of the kidney when 
injected intravenously in the absence of induced 
urinary obstruction. The concept has become in- 
creasingly accepted that the hematogenous route 
is the principal one for the spread of infection to 
the kidneys, and that bacteriuria produces pyelo- 
nephritis only in the presence of obstruction in 
the urinary tract. 

Vivaldi and his colleagues injected a strain of 
Proteus vulgaris directly into the bladders of rats 
after the abdomen had been opened. The results 
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of their experiments may be summarized as fol- 
lows: Infection of the urine with Proteus vulgaris 
produced pyelonephritis consistently in the ab- 
sence of demonstrable obstruction of the urinary 
tract. Ligation and section of one ureter greatly 
impaired the spread of bacteria to the kidney on 
the affected side. However, kidneys with ligated 
ureters were more susceptible than unaffected 
kidneys to the hematogenous spread of the or- 
ganisms. Thus, these authors have shown that 
ascending infection of the kidney occurs in the 
absence of demonstrable abnormalities of the 
urinary tract. 

These authors stress that it is as yet unknown 
whether this pathway is the most common one in 
man for the development of pyelonephritis. How- 
ever, strong circumstantial evidence suggests 
that bacteriuria in man leads to pyelonephritis 
and that the most probable route is an ascending 
one. (Proc. Soc. Exper. Biol. & Med., 102:242, 
1959.) 


Acute Appendicitis in Children 

BOLEs and his coworkers go into specific detail in 
outlining the diagnosis and treatment of acute 
appendicitis in children, and stress the more 
subtle signs and symptoms found in the pre- 
school child. Early diagnosis of acute appendicitis 
and management of the child with peritonitis 
secondary to perforation are the basic problems 
confronting the general practitioner and surgeon. 
The authors’ observations and conclusions were 
drawn from 837 cases of acute appendicitis over a 
ten-year period. 

A typical history of acute appendicitis is fre- 
quently unobtainable from children under 6 years 
of age and as a consequence, the higher incidence 
of perforation is reflected in the late diagnosis. 
Sixty-seven per cent of the children in the pre- 
school age group had perforations at the time of 
diagnosis, and in patients under 4 years of age, 
the figure was 93 per cent. 
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Abdominal pain is usually the first symptom 
and is followed by vomiting and fever. Pain in 

the young child, however, is not always apparent, 

and the first sign that the child is ill may be 

vomiting. Change in bowel habit is usual, with 

diarrhea rather than constipation being more 

common in this age group. These symptoms are 

nonspecific and are common in childhood ill- 
nesses. For this reason a careful evaluation of the 
child is often delayed on the probability that it is 
gastroenteritis or an upper respiratory infection. 

Although it is not diagnostic, leukocytosis is so 
constant a finding in acute appendicitis that its 
absence should raise the question of another 
diagnosis. In the series, 95 per cent of the patients 
had a white count of over 10,000. A white count 
of over 20,000 suggested perforation. In the child 
whose clinical picture is perplexing, a flat plate of 
the abdomen may be rewarded by the presence of 
a calcified appendicolith. ‘“Appendectomy should 
be performed promptly whenever this radiologic 
sign is found.” 

If the diagnosis still remains uncertain, hos- 
pitalization and close observation are essential. 
The abdomen should be checked frequently and 
the trend of the white count followed at intervals 
of four hours. Either the diagnosis of acute ap- 
pendicitis becomes apparent, or the clinical 
picture follows a pattern that rules out the 
diagnosis. Prompt appendectomy is the only 
acceptable treatment for simple acute appen- 
dicitis, and procrastination with antibiotics is to 
be condemned. A high proportion of children 
with appendicitis and perforation are seriously ill 
when they are first seen in the hospital. Of first 
importance is correction of hypovolemia, since 
large losses of protein-rich fluid occur as a conse- 
quence of peritonitis. Measures against infection 
are also started at this time, with large doses of 
intravenous penicillin and intramuscular strepto- 
mycin. Morphine is the drug of choice to put the 
patient at rest. The patient is placed in Fowler’s 
position which makes his breathing easier, and 


GP july 1960 


4 FY) 


makes use of gravity in localizing the purulent 
exudate low in the abdomen. Surgery is planned 
as soon as the patient’s condition permits. 

The importance of early diagnosis is perhaps 
best measured by noting the complication rates. 
In 585 patients with simple acute appendicitis 
there was a total complication rate of 6 per cent 
in contrast to 45 per cent in those cases which 
went on to perforation. (A.M.A. Arch. Surg., 
79:447, 1959.) 


Lupus Erythematosus Variabilities 


THERE is wide variation between various re- 
ported series of patients with systemic lupus 
erythematosus (SLE) as to the location and ex- 
tent of organ involvement. This is not surprising 
in view of the diagnostic difficulties and protean 
manifestations of this autoimmune process. Bul- 
grin and coworkers report the chest findings in 
275 patients with systemic lupus whom they 
have observed. Although it was unusual, it was 
noted that SLE could exist for many years and 
even terminate fatally without any roentgeno- 
graphically demonstrable lesions in the chest. 
Actual pulmonary involvement is much less fre- 
quent than that of the pleura and heart. (Radiol- 
ogy, 74:42, 1960.) 


119 


4 \ 
he 
| 
q 
\ 
4 1 


Leukemia and Low Gamma-Globulin 


A HIGH incidence of infectious complications in 
the terminal period of chronic lymphatic leu- 
kemia has been known since Osler’s time. The 
role of decreased gamma-globulin in the patho- 
genesis of these infectious complications has been 
considered only recently. Hudson and Wilson 
report studies of gamma-globulin levels on 40 
unselected patients with chronic lymphatic leu- 
kemia. Hypogamma-globulinemia was observed 
in 68 per cent of the lymphatic leukemia patients. 
It was also seen in patients with various lympho- 
mas, while those with chronic granulocytic leu- 
kemia, acute leukemia and polycythemia vera 
did not vary significantly from the normal. Pa- 
tients with lymphatic leukemia and decreased 
levels of gamma-globulin had a significantly 
higher incidence of infectious complications. 
(Cancer, 13:200, 1960.) 


Strongyloidiasis 


STRONGYLOIDIASIS infection is found in all ages. 
Its distribution is world-wide, the greatest in- 
cidence being found in moist tropics. It is es- 
timated that there are 400,000 infected persons 
in North America. One to 5 per cent of people 
in the southern United States are infected, com- 
pared to less than 1 per cent in the northern 
United States. Scattered cases are reported in 
Canada. 

Strongyloides stercoralis is a parasite similar 
to the hookworm. The larvae develop in soil and 
infest the host by penetrating the skin, passing 
through the lymph and blood channels to the 
lungs, and then to the small intestine via the 
bronchial mucosa and the esophageal route. 
There they develop into adults who mate. Fe- 
males burrow into the intestinal mucosa where 
they lay eggs which hatch into larvae. 

Huchton and Horn report a series of 16 cases 
of strongyloidiasis including three autopsied 
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cases. These patients were diagnosed at Vander- 
bilt University Hospital. Eight were males and 
eight females. Fifteen were white patients and 
one a Negro. Nine were children and seven were 
adults. The children’s ages ranged from 16 
months to 8 years. 

Three patients complained of abdominal pain, 
four of weakness and imperfect locomotion, three 
of diarrhea and three of swelling of the extrem- 
ities. Other complaints were vomiting, ‘“‘worms,” 
meningitis, bumps on the legs and “‘fits.’’ Initial 
clinical diagnoses included parasitic infection in 
five of nine infected children, the nephrotic syn- 
drome in three and malnutrition in four. Other 
diagnoses listed included celiac syndrome, pneu- 
monia and penicillin reaction. In adults, parasitic 
infection was the initial clinical impression in two 
of the seven‘cases, gastrointestinal malignancy 
being diagnosed in two and nephrosis in two. 
Other diagnoses included leukemia, gallbladder 
disease, ulcerative colitis and pneumonia. 

Edema was the most common clinical sign in 
these patients, being found in nine cases. This is a 
somewhat greater incidence than has been pre- 
viously reported. Eosinophilia, present in 13 
cases, was the most constant laboratory finding. 
Anemia was present in 11 patients, leukocytosis 
and occult melena in five. Hypoproteinemia, an- 
other finding not previously reported, was pres- 
ent in five cases. In 15 patients the larval forms 
were found in stool specimens, the remaining 
case was diagnosed at post-mortem examination. 

The most common form of therapy used in 
these cases was Gentian violet. Hetrazan® and 
other drugs were occasionally used. Only one pa- 
tient is known to be cured. 

These authors emphasize the potentially seri- 
ous nature of this infection. They describe in de- 
tail the three autopsied cases, in which there was 
extensive involvement of the gastrointestinal 
tract and the lungs. They describe a new and 
promising antihelminthic drug, dithiazanine. 
This drug was not used in any of the cases re- 
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ported in this series, and is known to have renal 
toxicity if given parenterally. When given orally, 
side reactions are said to be minimal and the drug 
is effective against the adult female forms of this 
parasite. (J. Pediat., 55:602, 1959.) 


Safe Cigarettes? 


ON THE THEORY that cigarettes cause an increased 
incidence of lung cancer by a nonspecific effect, 
Kotin and Falk believe current attempts to pro- 
duce carcinogen-free cigarettes are not sensible 
unless the aim is also to make a smoke-free 
cigarette. The authors believe that cigarette 
smoke adversely affects the epithelial lining of the 
respiratory tract so that ciliary action is impaired, 
mucus flow is slowed, retention of carcinogenic 
particulate matter is facilitated and cellular 
permeability increased. 

These effects are common to those resulting 
from various infections and the industrial con- 
tamination of the atmosphere. While a reduction 
in lung cancer may be properly anticipated as a 
result of reduction in cigarette smoking, this re- 
port suggests “‘the reduction in lung cancer would 
be of a low order of magnitude in the absence of 
the removal of the remaining sources of irritants 
and carcinogenic agents from the respiratory en- 
vironment.” (Cancer, 13:250, 1960.) 


Hormones in Habitual Abortion 


IN A COMPREHENSIVE review of new progesta- 
tional hormones in gynecology and obstetrics, 
Rakoff discusses the treatment of threatened and 
habitual abortions with the 19-nor steroids. The 
19-nor steroid used in these studies was norethy- 
nodrel, of particular interest to the clinicians be- 
cause of its high oral potency. This hormone 
appears to be of the order of five to ten times the 
potency of ethisterone in the human. The results 
achieved with this agent were similar to those 
achieved with other progesterone compounds. 
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Treatment was started with a dosage of 10 mg. 
daily during the first month of pregnancy and 
increased to 20 mg. thereafter. The total group 
consisted of 38 patients who had had 130 previ- 
ous pregnancies and 59 living babies. The results 
are summarized in the chart below. 

Rakoff stresses that particular care must be 
exercised to detect missed abortions during 
therapy with these potent progesteronelike 
compounds, since they frequently prevent telltale 
bleeding. Quantitative assays on the serum for 
chorionic gonadotropin are very helpful in follow- 
ing the fate of the pregnancy. A falling titer in 
early pregnancy usually indicates death of the 
embryo. 

Side effects of the new potent progesterone 
hormones depend on the pretreatment hormonal 
status of the patient. Gastrointestinal disturb- 
ances are a troublesome side reaction with the 
19-nor steroids. While some authors have called 
attention to the fact that these agents may cause 
virilization of the female fetus in mothers treated 
for habitual or threatened abortion, Rakoff states 
that he has not seen a single bona fide case. (Fed. 
Proc., 18:1066, 1959.) 


Primary | Previous F.S.R. 


aborters F.S.R. in current pregnancy 


Results of treatment of habitual abortion with norethynodrel. 
(Primary cases—three or more abortions, no live births; 
secondary cases—one or more live births followed by three 
or more abortions.) 
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Hematologic Changes 
in Patients Receiving Lipomul 

KALEY and his colleagues have studied the 
changes in blood elements that may be seen fol- 
lowing the intravenous infusion of fat emulsions. 
The particular compound studied was Lipomul®. 
The patients were given daily infusions of 500 
ml. for a period of 20 to 29 days. No febrile or 
other immediate reactions were noted in response 
to the administration of the intravenous fat. The 
major change in all patients except one was a 
progressive reduction in hemoglobin and hemato- 
crit after three to four weeks of infusion. The 
erythrocyte counts were also reduced and the 
anemia developed was of hypochromic or hypo- 
chromic-microcytic type. A progressive decrease 
in leukocyte counts was also seen in most of the 
patients. There was no response in the reticulo- 
cytes. The degree of anemia was never so great 
that it constituted a contraindication to the ad- 
ministration of Lipomul for a two-week period. 

The authors do not have an exact explanation 
for the development of this anemia. It was not 
due to hemodilution since plasma volumes were 
measured in some of the patients. Preliminary 
studies on iron metabolism in this syndrome have 
suggested a block in the synthesis of hemoglobin. 
However, the present authors have no further 
data on this point. (Am. J. Clin. Nutrition, 7:652, 
1959.) 


Detection of Circulatory Shunts 


A GROWING clinical experience has demonstrated 
that inhalation of Krypton®, an inert radioactive 
gas, provides a rapid and sensitive method for the 
detection, localization and quantitation of left- 
to-right circulatory shunts. The principle under- 
lying this technique is shown in Figure 1. The 
rapid rise in the blood level of the foreign gas in 
the right chambers of the heart is a more reliable 
index of left-to-right shunting than is the small 
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elevation of oxygen content in the right chambers 
of the heart. 

During the studies that led to the development 
of this method for the detection of left-to-right 
shunts, when solutions of Kr® in normal saline 
were injected intravenously, virtually none of the 
gas could be detected in arterial blood since it had 
been largely eliminated in its first passage in the 
pulmonary circulation. These observations sug- 
gested that if a high arterial Kr® level were ob- 
served following intravenous injection, it could 
be attributed to a right-to-left shunt permitting 
passage of venous blood into the pulmonary veins 
and chambers of the left heart or the aorta. 

Long and his colleagues created right-to-left 
shunts in dogs by anastomosing the left atrial 
appendage to the left pulmonary artery. Follow- 
ing this experimental preparation, these animals 
were studied with intravenous injections of Kr*, 
and the results were compared with similar injec- 
tions of Kr® in normal control dogs without 
shunts. It became apparent that in the presence 
of a right-to-left shunt, regardless of its site, high 
levels of Kr® were present in arterial blood after 
intravenous injection. The principle forming the 
basis of this observation is shown in Figure 2. In 
dogs without shunts arterial blood counts of 
radioactivity due to Kr® were invariably very 
low. 

The technique developed by Long and his col- 
leagues provides a new method for the detection 
and localization of venoarterial shunts. This tech- 
nique may be used to localize the site of the origin 
of the shunt by selectively injecting the isotope 
into the chambers of the right heart and the pul- 
monary artery. Injections at or proximal to the 
shunt may be expected to give high arterial levels, 
while those made distal to it should result in low 
arterial counts. Preliminary data obtained during 
cardiac catheterization in patients with congeni- 
tal heart disease indicate that the method is use- 
ful in this respect. (Proc. Soc. Exp. Biol., 102: 
456, 1959.) 
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INHALATION OF KRYPTONSS 


FIGURE 1. When Krypton® is inhaled by the patient, the gas 
appears in the left atrium, left ventricle and arterial system. 
None is found in the venous system because of the rapid up- 
take by the tissues. If there is a left-to-right shunt, sampling 
the blood in the right side of the heart will reveal the presence 
of Kr®. 


INTRAVENOUS KRYPTONSS 


NORMAL 


FIGURE 2. When Krypton® is injected intravenously, the gas 
appears in the right atrium, right ventricle and pulmonary 
circulation. Only small amounts are found in the arterial sys- 
tem because of the rapid excretion of the gas by the lungs. In 
the presence of a right-to-left shunt, sampling of arterial 
blood will reveal large amounts of Kr**. 
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Slight Decline in Accident Rate 


ALTHOUGH more people were killed by accidents 
in 1959 than in 1958 in the United States, the 
accident death rate, reflecting the increase in 
population, declined fractionally for the fourth 
year in a row to the all-time low of 52 per 100,000 
population. Accidents still took an estimated 
91,500 lives with motor vehicles accounting for 
37,500 and home accidents resulting in 27,000 
fatalities. In contrast, all other public accidents 
(other than those with motor cars) accounted for 
17,000 deaths and accidents arising out of em- 
ployment caused about 13,000 deaths. 

While the rate of accidents may be holding at 
its present high level or declining slightly, the 
report emphasizes the tremendous toll of both 
automobile and home accidents. Automobile 
accidents comprise the leading cause of death in 
the 15 to 24-year-age group. (Bull. Metrop. Life 
Ins. Co., 41:7, 1960.) 


Tietze’s Syndrome 


TIETZE’S syndrome is characterized by the ap- 
pearance of painful swelling in the area of the 
upper chest cartilages. The clinical course is pro- 
longed, benign, and usually only moderately 
painful. Since Tietze’s original description, ap- 
proximately 159 cases have been reported in the 
world’s literature, and of these only 24 have been 
submitted to biopsy. Although relatively few 
cases have been reported, many patients with 
acute chest pain due to this syndrome may go 
unrecognized and thus the problem may not be 
so rare. 

Garrell and Meltzer report a case of Tietze’s 
syndrome characterized by severe right anterior 
chest pain localized over the right third costal 
cartilage. There was a discernable swelling at the 
same site. The pain was extremely severe and no 
benefit was noted from the use of prednisone, 
narcotics or Dutizolidin. Some relief was obtained 
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with repeated intercostal nerve blocks. Because 
of the protracted pain and ineffective results 
from the usual therapy, surgical resection of the 
involved cartilage was performed. Postopera- 
tively, the patient was relieved of all pain and 
has had no recurrence. Histopathologic exam- 
ination revealed normal hematopoietic marrow. 
The cartilage was totally unremarkable. Small 
fragments of fat tissue were infiltrated with 
lymphocytes and mononuclear cells. The latter 
were characterized by usually large, irregular, 
coarsely hypochromatic nuclei and _ basophilic 
cytoplasm. (Dis. of Chest, 36:560, 1959.) 


Amyloid Tumors of the Larynx and Trachea 


HOLINGER and his colleagues review the interest- 
ing subject of amyloid tumors in the tracheo- 
bronchial tree. Amyloidosis is the deposition in 
tissues of a complex substance containing both 
sugar and protein. The specific mechanisms of its 
formation and deposition are presently unknown. 
The first case of amyloid tumor of the larynx was 
reported in 1875 and several additional cases 
have been added since. In this area it occurs in 
three forms: degeneration of a previous tumor, 
isolated tumor formation and diffuse subepithelial 
infiltration. The clinical picture is usually that of 
hoarseness or signs of respiratory obstruction and 
the diagnosis is made on biopsy. Most cases occur 
after the fifth decade of life and males outnumber 
females three to one. 

The amyloid tumors usually appear as a 
waxy, yellow-reddish mass without ulceration. 
Seven cases are presented to illustrate the range 
of signs and symptoms. The amyloid tumors of 
the larynx and trachea have never been noted to 
undergo malignant change. The prognosis is 
therefore entirely dependent on the site and 
extent of the mass. It is the degree of respiratory 
obstruction which determines the prognosis. The 
treatment of choice is endoscopic removal of the 
amyloid tissue. The question of radiation is con- 


Volume XXII, Number 1 GP 


nee nn 


ve 
Ti 
‘ips from 
oe Other Journals 
364 
ae 
0 
= f 
= 
‘ = ( 


troversial. In patients in whom the laryngeal 
amyloid represents the only site of involvement, 
the Congo red test is usually negative since the 
amount of amyloid tissue is too small to absorb 
enough of the dye to be diagnostic. (A.M.A. Arch. 
Otolaryng., 70:555, 1959.) 


Lung Surveys 


Guiss and Kuentsler review the findings in a 
program for the use of pulmonary minifilms for 
the detection of lung cancer. A retrospective sur- 
vey of a large group who were to die of lung can- 
cer in the next five years revealed gross under- 
reading and suggested that much potential sal- 
vage of lung cancer patients was lost through 
either inadvertent or intentional underreporting. 
There is a great need for establishing definite 
criteria or standards by which survey minifilms 
might be more accurately interpreted. To quote 
the authors, “Some attempt should be made to 
develop the reading of minifilms as a science 
instead of an extremely variable personal art.” 
(Cancer, 13:91, 1960.) 


The “Silent Coronary” 

STOKES AND DAWBER note that there has been 
great variation in estimates on the frequency of 
“unrecognized” myocardial infarction. They cite 
reports by Davis and by Warner which are in 
startling contrast. In the chart on the right, that 
contrast is clearly represented and the results of 
a prospective study by the present authorsalso are 
shown. 

The study by Stokes and Dawber was a part 
of the program on the epidemiology of heart dis- 
ease at Framingham, Mass. During the course of 
periodic re-examinations of people 30 to 59 years 
of age, there were 73 instances of myocardial in- 
farction, classified as follows: 

1. Nine subjects died during the acute phase 
of a recognized myocardial infarction. 
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2. Forty-nine subjects returned for a regularly 
scheduled re-examination and reported having 
sustained a coronary attack. 

3. Fifteen subjects did not give a history of 
a myocardial infarction, but comparison of the 
electrocardiogram with that taken at the time of 
a previous examination revealed unequivocal elec- 
trocardiographic evidence of an interim myocar- 
dial infarction. 

None of the 15 subjects with “‘unrecognized”’ 
infarctions had suffered the typical discomfort of 
their illness. Three of them had had symptoms of 
a severity sufficient to cause them to consult a 
physician. Four subjects could recall mild dis- 
comfort for which they did not seek medical at- 
tention. The remaining eight subjects denied any 
chest discomfort whatsoever. 

When the patients with “‘unrecognized”’ myo- 
cardial infarction were compared with the group 
in whom the diagnosis had been made, there were 
no outstanding differences in the two groups ex- 
cept that angina pectoris was more prevalent 
following a “recognized” infarct and it seemed 
that the “‘silent’’ coronary most often resulted 
from infarction of the anterior left ventricular 
wall and septum, or the posterior wall. (Ann. Int. 
Med., 50:1359, 1959.) 


INCIDENCE OF THE ‘’SILENT CORONARY 
ATTACK’’ IN THREE STUDIES 
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Spotted Fever 


SMADEL reports on the status of the rickettsial 
diseases (spotted fever, marine typhus, Q fever 
and Rickettsial pox) in the United States. Eradica- 
tion of these diseases which incapacitate 1,000 
Americans annually would require elimination of 
the organism from the arthropod vectors and ani- 
mal reservoirs. Man is only accidentally infected 
and does not transmit the organisms. Spotted 
fever is still prevalent in the Rocky Mountain 
and Eastern Shore areas. The dog tick is the 
principal vector in the Eastern area and dogs, 
field mice and rabbits serve as hosts. Virginia, 
Maryland, North Carolina and Georgia have 
relatively high attack rates (see illustration below). 
Smadel postulates a likely increase in spotted 
fever by the urbanization of areas of endemic 
spotted fever such as the Baltimore-Washington 
and Long Island regions. Physicians should be 
alert to the possibility of spotted fever occur- 
rences in such areas and institute therapy prompt- 
ly. (Ann. Int. Med., 51:421, 1959.) 


SPOTTED FEVER (1953-1957) 
FIVE-YEAR ATTACK RATE PER MILLION BY STATES 


Geographic distribution of spotted fever 
in the United States in recent years 


Familial Hodgkins 


THIS is a statistical analysis of 1,102 cases of 
proven Hodgkin’s disease seen at a large cancer 
center over a 40-year period for evidence of 
familial predisposition to the disease. It would 
appear that Hodgkin’s disease occurs in families 
more often than one might expect from coinci- 
dence. Razis, Diamond and Craver conclude, 
however, that this hereditable factor is of rela- 
tively minor importance compared with un- 
known environmental agents and they question 
if similarities in the time of onset of Hodgkin’s 
disease in affected relatives might not be more 
suggestive of possible “infectious agents” than 
any genetic influence in this form of lymphoma. 
(Ann. Int. Med., 51:933, 1959.) 


Fat Thickness and Growth 


GARN and Haskell point out that boys and girls 
from well-nourished populations are of greater 
stature and reach maturity earlier than children 
from less favored groups. Size during childhood is 
clearly related to economic level. Obese children 
have been reported to be taller than average and 
advanced in physiologic age. Thus, an association 
would be expected between the amount of stored 
fat and size and maturity status in children dur- 
ing the growing period. 

In more than 1,600 separate observations on 
259 clinically healthy white children, the thick- 
ness of lower thoracic fat was estimated on radio- 
graphs. Fat thickness was then correlated with 
crown-heel length of standing height, bone age as 
determined radiologically, age at menarche in 
girls, and finally with completion of epiphysial 
union in the tibia in both sexes. 

The results of this study showed clearly that 
fatter children are both advanced in maturity and 
taller during the growing period. They reach 
menarche earlier, on the average, and complete 
tibial growth sooner. (Science, 130:1711, 1959.) 
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Surgery for Dysmenorrhea 


(Medical Society of New Jersey, Atlantic City, 
May 17) RESECTION of the presacral nerve re- 
lieved severe menstrual pain in 66 out of 67 
women, aged 16 to 34, in the last nine years. The 
other gained at least partial relief. The patients 
also won some relief from pains of the first stage 
of labor.—Dr. WILLIAM A. ANDERSON, Bloom- 
field, N.J., and Dr. CARL F. BUECHLE, East 


Orange, N.J. 


Cancer from Injuries 


(American Association of Plastic Surgeons, Mil- 
waukee, May 20) SINGLE accidental injuries di- 
rectly produced cancers in 27 patients examined 
and treated between 1942 and 1960. Most were 
men injured by a hot welding spark, a lathe 
chip or hot acid striking the skin. Wounds failed 
to heal despite in-plant medical treatment, and 
localized skin cancers developed. In such cases, 
the outlook is exceedingly favorable, provided 
treatment is not delayed too long.—Dr. CHRIS- 
TOPHER R. Dix, Milwaukee. 


Stress Diseases 


(National Office Management Association, Mon- 
treal, May 25) EMOTIONS, working not unlike the 
warning of pain, “‘tell us to look into our lives, 
see what’s wrong, and fix it up. On being re- 
pressed, all the little increments of emotional 
energy which accompany each event accumulate 
to a considerable feeling of tension, for the danger 
becomes more serious in the aggregate. Nature 
created man with an automatic fire department, 
but man in his infinite wisdom has reorganized 
himself into ineffectiveness. When tension rises 
high enough, it may begin to seek other outlets 
through perfectly innocent organs—the stomach, 
the heart, the blood vessels.”—Dr. GERALD 
GORDON, psychiatrist, duPont Company. 


Neonatal Anoxia 


(University of Wisconsin announcement, May 10) 
SyMPToMs of brain damage may develop in a few 
years in infants who receive insufficient oxygen 
at birth, even though they appear healthy and 
normal in the first few days of life. One hundred 
and sixteen anoxic infants averaged IQ’s 7.5 
points lower than 159 normal children. Thinking 
ability and nervous system functions were af- 
fected more than perception or personality. 
Capacity to conceive abstract ideas suffered 
more than word skill.—Dr. FRANCES GRAHAM, 
University of Wisconsin psychologist, and collabo- 
rators at Washington University, St. Louis. 


Food Poisoning Hazard 


(Society of American Bacteriologists, Philadelphia, 
May 5) SoME 10,000 cases of food poisoning are 
officially listed annually, but “informed medical 
authorities estimate that ten to 15 times this 
many occur.” Staphylococcus and salmonella are 
the chief organisms, and milk, eggs and meat 
may be seeded with them because these organ- 
isms frequently come from dairy cows and 
poultry, as well as from human carriers. Proper 
cooking or holding temperatures kill the or- 
ganisms.—ROBERT ANGELOTTI, PH.D., Robert A. 
Taft Sanitary Engineering Center, Cincinnati, 
Ohio. 


Hospital Staphylococcal Infections 


(Ibid., May 2) STAPHYLOCOCCAL epidemics in 
hospitals don’t necessarily mean the hospitals are 
lax in aseptic practices—human carriers bring 
in the organisms. Nearly half of 5,676 children 
admitted to Children’s Hospital, Cincinnati, over 
an eight-month period were harboring staphylo- 
coccus aureus, but only 8.2 per cent harbored 
strains likely to cause epidemics.—Dr. MERLIN 
L. CooPER, Cincinnati. 
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100-Year Life 


(Pan American Medical Association Congress, 
Mexico City, May 4) ONE HUNDRED years seems 
to be an in-built limit of life expectancy for most 
humans, although many, of course, go beyond. 
Most animals do appear to have a longevity 
limit. Government research on aging is not seek- 
ing a fountain of youth, but rather the informa- 
tion which would enable humans to “die young 
as late as possible.”—Dr. STANLEY R. MOHLER, 
Center for Aging Research, National Institutes of 
Health, Bethesda, Md. 


Bioflavonoids and Strokes 


(Ibid., May 4) EIGHTY-NINE patients who had 
suffered little strokes from rupture of minute 
blood vessels have survived for up to four years 
without a death on treatment with a bioflavonoid 
compound (CVP), while five deaths occurred 
among 62 comparable patients receiving other 
medication. All of the patients had suffered one 
to four little strokes before treatment was begun. 
—Dr. BENJAMIN MCCONNELL, Florida Southern 


College. 


Antibody Harvest 


(California Institute of Technology announcement, 
Pasadena, May 24) RABBIT SPLEEN CELLS, main- 
tained in a complex glass chamber attempting to 
reproduce their normal environment, have pro- 
duced significant amounts of antibodies for 28 
days. This step raises hopes of ultimately being 


able to induce cells in tissue culture to produce 
harvests of hormones, antibodies and other cell 
products.—Dr. HERMAN AINIS, immunologist; 
Dr. DAN H. CAMPBELL, professor of immuno- 
chemistry, and DR. JUSTINE GARVEY, senior re- 
search fellow in chemistry. 


Bright Children 


(University of Michigan announcement, Ann Ar- 
bor, May 24) TODAY’S CHILDREN “know so much 
they often leave their parents and sometimes 
their teachers behind.” Gifted children need to be 
encouraged. Such children are imaginative, tend 
to be intensely independent, like to work with 
complexities and want to do things in different 
ways. Giftedness can be cultivated by giving 
youngsters an atmosphere free of threat, by 
recognizing their need for time for daydreaming 
and by providing encouragers and models to 
follow.—ELIZABETH M. DrEws, PH.D., Michigan 
State University. 


Anticoagulants Not Helpful 


(International Conference on Vascular Diseases of 
the Brain, Miami Beach, May 1) A TWO-YEAR 
study of 189 stroke patients finds no indication 
that use of anticoagulants prevents further 
strokes or lowers mortality. Even with extensive 
precautions, the medication probably increases 
chances of hemorrhage in such patients. The 
study is continuing —Dr. ROBERT N. BAKER, 
VA Center, Los Angeles, Calif., reporting a nine- 
hospital VA group study. 


Here each month are published notes of progress in diagnosis and treatment as reported at recent medical 
meetings. GP’s aim is to get news of new drugs and other developments to physicians no later than their 
patients read of them in the daily press and weekly newsmagazines. Report of a new theory or therapeutic 
claim here, prior to its formal endorsement in the medical literature, is not to be regarded as endorsement or 
verification by the editorial staff. 
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Readers are encouraged to submit inquiries to GP. 
These will be answered by authorities in appropiate fields of therapy and diagnosis. 


Values in Sedimentation Rates 


Q. When reporting sedimentation rates, labora- 
tories give a corrected and an uncorrected value. 
I have been told that the uncorrected value is the 
more accurate and that Dr. Wintrobe himself 
no longer uses the corrected value. Please com- 
ment. If this is true, what are the normal read- 
ings for the uncorrected values? 


A. Wenever use the corrected sedimentation rate 
value but always the uncorrected reading in the 
Westergren tube. We have concluded that the so- 
called “‘correction’’ frequently results in the miss- 
ing out of positive values which may be sig- 
nificant in some cases. The normal value for the 
uncorrected Westergren method is from 5 to 
20 mm. per hour. 


Use of Moan Test 


Q. What is the present status of the Moan test in 
the diagnosis of amebiasis? 


A. The Moan test is an immunologic serologic 
procedure for the diagnosis of amebiasis (Am. J. 
Trop. Med. & Hyg., 6:499, 1957). It has the same 
place in diagnosis as other immunologic reaction 
tests devised for that disease. The originator of 
the test has hoped that this precipitin test would 
be superior to the complement-fixation test in 
ease of use, speed of results and freedom from 
anticomplementary interference. As such, it 
would have merit. Reports by the originator 
of the test indicate high specificity and a sensi- 
tivity supposedly related to “tissue invasion” 
by amebas. 

Reported results of its use in acute amebic 
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dysentery have been disappointing, presumably 
owing to the short time (from invasion to symp- 
toms) in which immunologie responses can de- 
velop. However, acute dysentery has been seen in 
persons who have been asymptomatic “carriers” 
for many months. A low percentage of positive 
reactions (45 to 60 per cent) in asymptomatic 
carriers has been attributed to little or no tissue 
invasion in many such instances, a point not 
clearly settled. Aging of the serum and its clarity 
also affect results. Before the test can be estab- 
lished as a routine procedure, it must be carried 
out (together with controls on patients in other 
clinical states) by many investigators to demon- 
strate consistency and reproducibility of the find- 
ings and to confirm the above-mentioned results. 

McHardy’s editorial (Gastroenterology, 30:535, 
1956) and Babione’s discussion (ibid., 33:123, 
1957) point up the controversies in the use and 
interpretation of serologic reactions in amebiasis 
and their importance relative to stool examina- 
tions. Certainly the carrier state, regardless of 
serologic evidence of tissue invasion, is important 
to recognize, for variations in the host may per- 
mit such infections to become active. As everyone 
knows, screening with a serologic test as a substi- 
tute for stool examinations is therefore not satis- 
factory. There is a definite place for a satisfactory 
serologic procedure which can be done quickly, 
accurately and universally during acute clinical 
states (as, for example, in acute hepatic disease 
when amebiasis is suspected and stool examina- 
tions are not helpful). Therefore, the interrelated 
use of serologic reactions and stool surveys is im- 
portant and is a matter of clinical judgment. 

The Moan procedure needs further trial and 
evaluation before it can be accepted for general 
use in the ways mentioned. At present it should 
be considered as in an experimental phase. 
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Calcified Bursae 


Q. Recently I saw a patient with the complaint of 
“bursitis all over” and, on x-ray examination of 
the patient, calcific deposits were noted in both 
shoulders, radial humeral bursae and hip 
joints. Describe the management and treatment 
of such a condition. 


A. This is a difficult question to answer as no 
information is given regarding age, acute or 
chronic complaint, history of injury, joint limita- 
tion or not and whether the calcific deposits are 
definitely in tendons near bursae. 

So-called “calcareous subdeltoid bursitis’’ (ten- 
donitis) is not uncommon. Caleareous tendonitis 
is seen less frequently about the elbows and hips. 
The greater trochanter and the ischial bursa are 
often the sites of acute attacks but calcification 
is seldom seen. If the calcific deposits are clearly 
in tendons near bursae and pain is severe, x-ray 
therapy usually quickly terminates the attack. 
If the problem is chronic, x-ray is less helpful. If 
the diagnosis of tendonitis with calcific deposits 
is not compatible, then other diagnoses should be 
considered, such as myositis ossificans and para- 
thyroid and adrenal dysfunction. 


Anticoagulants After Myocardial Infarction 


Q. Long-term anticoagulants are recommended 
after an acute myocardial infarction. For how 
long a period? What is the percentage of repeats 
with such therapy, as compared with no anti- 
coagulants? Are coronary vasodilator drugs of 
any prophylactic value following a coronary? 


A. It is generally accepted that long-term anti- 
coagulant therapy improves the prognosis in some 
patients after myocardial infarction. Indications 
are increasing anginal attacks, history of re- 
current thromboembolism and living habits con- 
_ ducive to recurrent myocardial infarction. 
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Long-term treatment usually implies that ad- 
ministration is continued for longer than three to 
six months. Patients selected on the basis of the 
above-mentioned indications should probably 
continue treatment for the duration of life. 

Keyes, in a study of 257 cases followed for four 
years on anticoagulant therapy, reports a mor- 
tality rate five times greater in controls. In this 
series, treatment was discontinued in 71 patients, 
of whom 50 per cent developed another my- 
ocardial infarction within three days to 20 
months. Sise, Ganthier and Becker analyzed 239 
patients on long-term therapy and found that 33 
per cent of patients withdrawn from treatment 
because of bleeding developed myocardial in- 
farction or cerebral thromboembolism or died 
suddenly. In Keyes’ series, myocardial infarction 
developed in 8.5 per cent of patients on continu- 
ous anticoagulant therapy. 

It has not been established that coronary vaso- 
dilator drugs are of value in preventing myo- 
cardial infarction. 


Monilia Infection of Fingernails 


Q. Please outline the treatment of choice for mo- 
nilia infection of fingernails and toenails. 


A. It is assumed that the diagnosis was made 
on the evidence of pathogenic monilia about the 
nail plate and also of yeasts on a microscopic sec- 
tion of a portion of the nail plate. It is assumed 
also that there is no diabetes, parathyroid disease 
or occupational exposure requiring constant wet 
immersion of the hands. 

If the infection is paronychial, then nystatin 
ointment (Mycostatin®) will help if it is applied 
three times daily. If the nail plate is involved, 
then, if possible, complete or partial removal or 
regular daily trimming of it should be done, 
combined with the administration of local 
nystatin and oral nystatin. Griseofulvin must not 
be given. 
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Annual Report 
of the Chairman 
of the Board of Directors 


1959-1960 


Presented to the Congress of Delegates 
at the 12th Annual Assembly 
in Philadelphia, March 19, 1960 


DURING THE PAST YEAR, your officers and direc- 
tors have been diligent in their responsibility of 
controlling the administration, business affairs 
and policies of the Academy. The Board has 
been ever mindful of the dictates of this Congress 
and of the basic principles and philosophies upon 
which the foundations of this highly functional 
organization have been built. It has given ex- 
haustive consideration to each item of business on 
carefully prepared agendas. The decisions made 
have reflected the best judgment of the majority 
of Board members and have advanced avenues of 
Academy service in many fields. 

A grievous loss, unprecedented in Academy 
history, was sustained last November 25th by the 
untimely death of Director Marquis C. Wiginton 
of Hammond, La. Here was a dedicated family 
physician. He was active in founding his state 
chapter, a delegate to this body for many years, a 
member of the Building Fund Committee and by 
diligent work was responsible for developing an 
active program for our Mental Health Com- 
mittee. A resolution of sympathy and in memory 
of Dr. Wiginton was passed by the Board. 

Since the last meeting of this Congress of 
Delegates, the Board of Directors has convened 
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for six scheduled meetings in San Francisco, 
Atlantic City, Kansas City, Dallas, Chicago and 
Philadelphia. There have also been at least seven 
separate meetings of the Executive Committee of 
the Board and four telephone conferences of the 
Executive Committee. 

This year your Board has found it advantageous 
to hold regular meetings both in Atlantic City 
and Dallas at the time of the AMA sessions. 
Previously the Executive Committee and com- 
mission chairmen had customarily shouldered the 
Board’s responsibility to represent the Academy 
viewpoint and champion Academy principles at 
the AMA meetings. 

The now-established custom of having a Board 
of Directors meeting preceding the’symposium on 
antibiotics and the State Officers’ Conference re- 
sults in valuable liaison between state and na- 
tional officers and the national Headquarters 
staff. Again the scheduled Board meeting in 
Chicago at the time of the Annual Congress on 
Medical Education and Licensure emphasizes the 
Academy’s realization of the importance of con- 
tinuing education in the field of medicine. 

A new policy of having one or more staff 
assistants attend Board meetings when practi- 
cable was established 
during the past year. 
This included Mr. 
Charles Nyberg, assist- 
ant director and secre- 
tary of the Commis- 
sions on Education and 
Hospitals; Mr. Walter 
H. Kemp, assistant for 
public relations, director 
of project research and 
managing editor of GP, 
and Mr. Roger Tusken, 
secretary of the Com- 
mission on Membership 
and Credentials, secre- 


tary of the Committee Floyd C. Bratt, M.D. 
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on State Officers’ Conference and editor of the 
Headquarters Bulletin. Their presence enables our 
Executive Director, Mr. Mac F. Cahal, to more 
rapidly and efficiently carry out the directives 
of the Board. 


Commissions and Committees 


When the present Board held its organization 
meeting in the city of San Francisco some com- 
mission and committee chairmen were named to 
avoid loss of continuity of established programs. 
Appointment to vacancies occurring in com- 
mission and committee personnel was necessarily 
delayed until the spring meeting and completed 
after exhaustive deliberation and discussion. 
With only a limited number of positions to be 
filled, the Board found it necessary to postpone 
the appointment of many well-qualified candi- 
dates. The honor of receiving a committee -or 
commission appointment carries a serious re- 
sponsibility of serving in the most capable and 
faithful manner possible when it is realized that 
many equally qualified individuals were also 
available for these appointments. I am proud to 
say that this year there was universal acceptance 
of these responsibilities. 

A careful scrutiny of the many commission and 
committee reports reveals remarkable progress in 
numerous fields and I recommend their careful 
study by every Academy member. Since the 
chairman of the Board is an ex officio member of 
all Academy committees and commissions it has 
been my privilege to visit many of their meetings 
during the past year. It has been my observation 
that as we gain knowledge and experience, new 
and greater avenues of service to the cause of 
general practice are unfolded, pointing the way to 
better and more complete medical care by the 
family physician. It is encouraging to note that a 
large number of our commissions and committees, 
even many which are not specifically designated 
as liaison committees, deal directly with related 
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organizations to work out problems confronting 
the general practitioner. Continued constructive 
and cooperative effort on the part of the Academy 
with these groups, aimed at improved medical 
practice and higher health standards, will bring 
increasing honor and prestige to our organization 
and its members. 


Board Meetings 


At all Board meetings it is customary to re- 
ceive oral reports of officers, the chairman, com- 
mission and some committee chairmen and 
written reports of other committee chairmen in 
their absence. An enormous amount of detailed 
administrative work creeps into the agenda of 
each Board meeting. Limited by time, this report 
will not touch on many routine affairs, but will 
be confined mainly to: 

1. A listing of actions involving activities of 
many Academy members, together with other 
informative items, and 

2. A brief presentation of certain matters of 
policy of interest and import to this Congress, as 
they relate to action taken at the various Board 
meetings. 

At Atlantic City June 6 and 7, in addition to 
committee and commission appointments the 
Board also acted as follows: 

1. Established a Committee on Industrial 
Health to work in close liaison with the AMA 
council, naming Dr. Logan T.. Robertson chair- 
man. 

2. Appointed three members to a liaison com- 
mittee to confer with three members appointed 
by the Section on General Practice of the AMA 
concerning proposals for a certifying board for 
general practice in accordance with the direction 
of the Congress of Delegates that the Board of 
Directors continue its study of the question. 
Members are Drs. John P. Lindsay, Holland T. 
Jackson and Carroll Andrews with Drs. Lester D. 
Bibler, George Thorpe and Charles McArthur 
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representing the AMA section. The MUSE Com- 
mittee which formerly carried on this work was 
discharged with commendations. A supplemen- 
tary report will be submitted on this subject. 

3. Met with representatives of the Section on 
General Practice of the AMA to discuss matters 
of mutual interest. A similar meeting was held in 
Dallas in December at the interim AMA session. 
A standing liaison committee was created for 
closer relationship between the AAGP Board of 
Directors and the AMA Section on General 
Practice, consisting of the executive committees 
of these groups. 

4. Approved the proposal to make the 12th 
Annual Scientific Assembly a joint meeting with 
the 24th Annual Postgraduate Institute of the 
Philadelphia County Medical Society. Dr. John 
B. Jacobs was named chairman of the Local 
Arrangements Committee for this Assembly with 
Dr. Horace Eshbach vice chairman. 

5. Received a report from President Fount 
Richardson on attendance as Academy repre- 
sentative at a meeting of the National Advisory 
Committee on Medicare and commended him for 
taking the initiative in writing to President 
Eisenhower on the subject of inflation and 
stabilizing the economy. Reports were also re- 
ceived from Dr. Fred Simonton on his attendance 
as Academy representative at the meeting of 
Special Consultants in Restorative Services— 
Medical Rehabilitation in Washington; and from 
Dr. Lester Bibler on his attendance at the 5th 
Annual Logan Lake Conference on Industrial 
Medicine. 

6. Named Drs. Thomas Blake and Louis Bush 
Academy representatives to the White House 
Conference on Children and Youth. Dr. Daryl 
Harvey of Kentucky serves on the executive 
committee for this conference. 

7. Noted that Dr. John R. Fowler was named 
by President Eisenhower to represent the 
Academy on the President’s Committee for Em- 
ployment of the Handicapped. 
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8. Named Dr. Charles Cooper to represent the 
Academy on a joint committee with the JCAH 
to study changes in standards pertaining to use of 
beds in obstetric units. 

9. Instructed the Commission on Hospitals to 
pursue the Board’s request to the JCAH that 
credit be given for attending clinical review 
meetings of general practice departments. 

10. Discussed matters of interest to the 
Academy to come before the AMA House of 
Delegates. 

At Kansas City September 24 and 25 the 
Board acted as follows: 

1. Named Dr. Dorothy Johnson as chairman 
of the Ladies’ Entertainment Committee for the 
1960 Assembly and discussed plans for the joint 
meeting of the Executive Committee, the Com- 
mittee on Scientific Assembly, the subcommittee 
chairmen of the Local Arrangements Committee 
and representatives of the Philadelphia County 
Medical Society in Philadelphia on November 14 
for preliminary planning of the 1960 Assembly. 

2. Appointed Dr. Amos Johnson as chairman 
of the Committee on Scientific Assembly for the 
1961 Assembly and Dr. George Launey as chair- 
man of the Committee on Scientific Exhibits. 

3. Approved the group retirement plan en- 
dorsed by the Committee on Insurance and re- 
quested Board approval of all new contractual 
agreements with insurance or investment pro- 
gram representatives. 

4. Received reports from Dr. William Shaw 
and Executive Director Mac Cahal on their 
attendance at the World Medical Association 
meeting in Montreal. 

5. Appointed the Nominating Committee to 
present nominations at the 1960 meeting of the 
Congress of Delegates. 

6. Approved a report of the Publication Com- 
mittee on changes in the medical editorial staff. 

7. Heard a report from Dr. Lester D. Bibler on 
“Relative Value Studies,” published in the 
December issue of GP. 
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8. Received a report from Dr. John P. Lindsay 
on the Second World Conference on Medical 
Education and commended Dr. Malcom Phelps 
for his participation in the program. 

9. Appointed the 1960 State Officers’ Confer- 
ence Committee: Dr. Richard Bellaire, chairman, 
Drs. Paul Read and Thomas Keenan. Mr. Charles 
Dosch will serve as an advisory member. 

10. Endorsed the continued publication of 
Abstracts, with reasonable deficits to be reim- 
bursed from the net profits of GP. This action 
was recommended by both the Finance and 
Publication committees. 

11. Commended Dr. R. B. Robins for his ap- 
pearance before the House Committee on Ways 
and Means to testify as official Academy spokes- 
man opposing the controversial Forand bill. 

12. Authorized the wearing of a 14 karat gold 
seal medal of the Academy by the president dur- 
ing his term of office. It was reported that 37 
plaques had been mailed to past officers and 
directors as instructed by the Board. 

13. Received a report on the Lilly Symposia to 
be inaugurated during the coming year under di- 
rection of the Commission on Education. Dr. 
Francis L. Land is active in this project. 

At Dallas, December 1, the Board: 

1. Selected Las Vegas for the 1962 and Chicago 
for the 1963 meetings. The 1961 meeting will be 
in Miami Beach. 

2. Voted to oppose S. J. Res. 41, a bill urging 
that the government earmark $50 million a year 
for international medical research, and later sup- 
ported this stand at the AMA reference com- 
mittee hearings. 

3. Reappointed Drs. Holland T. Jackson, John 
G. Walsh and Malcom E. Phelps to serve with the 
AMA Committee on Preparation for General 
Practice. 

4. Authorized President-elect John G. Walsh to 
discuss with appropriate foundations the possibil- 
ity of obtaining funds for comprehensive surveys 
of general practice in hospitals. 
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5. Confirmed the action of the Finance Com- 
mittee, raising the per diem from $20 to $30 for 
officers, directors and commission and com- 
mittee members attending official meetings of the 
Academy. 

6. Directed the Commission on Legislation and 
Public Policy to study the programs and policies 
of the Pan American Medical ‘Association. 

7. Named Dr. John O. Milligan to fill the chair- 
manship of the Committee on Mental Health for 
the balance of the year, thus filling the vacancy 
created by the death of Dr. Wiginton. 

8. Named Drs. Carroll Witten and Norman R. 
Booher as Academy representatives to cooperate 
with the Boy Scouts in their program on physical 
fitness. 

9. Received information that Dr. John P. 
Lindsay was recently appointed to a 14-member 
Advisory Committee to the USPHS on Cancer 
Control. 

10. Received a report of successful regional 
meetings of the Commission on Membership and 
Credentials, emphasizing the insurance program 
as a strong selling point for membership. 

At Chicago, February 6 and 7, the Board acted 
as follows: 

1. Voted to continue the practice of entertain- 
ing the delegates of the Student Medical Associa- 
tion at a luncheon meeting and designated Presi- 
dent-elect John Walsh to address them at this 
function. 

2. Decided to invite executive secretaries of the 
constituent state chapters to be guests of the 
Academy at a luncheon on the day preceding the 
State Officers’ Conference. 

3. Adopted the regular annual budget and an- 
nual fund for GP as recommended by the Finance 
Committee and received and acted upon annual 
reports from committees and officers. 

4. Decided after long discussion and thorough 
investigation, following consultation with the 
AMA, to affiliate as a member of the National 
Health Council. (Astatement was later issued em- 
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phasizing the Academy’s purpose to establish and 
maintain, in the nation’s behalf, the highest 
health and medical care standards in the world.) 

5. Approved a recommendation by the Com- 
mission on Legislation and Public Policy that the 
Academy oppose a proposed Federal Aviation 
Authority regulation to limit approved pilots’ 
examinations to certain ‘designated medical 
examiners,” thus excluding a large number of 
general practitioners who normally make such 
examinations. Dr. Malcom Phelps testified at an 
FAA hearing in our behalf. 

At Philadelphia March 18, the Board reviewed 
final Assembly plans, considered annual reports 
and resolutions not reviewed at the February 
meeting and acted upon items of importance 
which had arisen in the meantime. 


Academy Representation on JCAH 
Through AMA 


One year ago in San Francisco the Congress 
directed the Board to “officially communicate 
with the Board of Trustees of the American Medi- 
eal Association, suggesting a closer liaison with 
the Academy relative to appointments on the 
Joint Commission on Accreditation of Hospitals,” 
and requested that “when general practitioner 
vacancies occur on the JCAH, that Trustees of 
the AMA officially ask the AAGP Board for 
nominations for those positions.” This action su- 
perseded previous actions of the Congress which 
had requested AAGP representation as a member 
organization on the JCAH. 

Pursuant to these instructions, a telegram was 
sent to the AMA Board of Trustees requesting 
that the Academy be consulted on appointments 
of the AMA to the JCAH representative of gen- 
eral practice. Dr. Charles Cooper was recom- 
mended by our Board and immediately after a 
joint dinner conference meeting last September 
was named by the AMA to fill the vacancy 
created by the expired term of Dr. Dwight Mur- 
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ray. When there is another general practitioner 
vacancy the present Board is on record as favor- 
ing Dr. Lester D. Bibler, whose name was ad- 
vanced by the general practice section of the 
AMA. 


Re-establishment of Liaison Between 
Academy’s Executive Committee 
and Members of the AMA Board of Trustees 


A forward step in creating mutual understand- 
ing between the two largest national medical or- 
ganizations occurred during this past administra- 
tive year. In compliance with a Congress directive 
and upon advice of the Board, our Executive 
Committee invited and entertained members of 
the AMA Board of Trustees at a dinner confer- 
ence on September 5, 1959, at Chicago. Your 
chairman called upon President-elect John G. 
Walsh who gave an excellent dissertation on the 
relationship between the Academy and the AMA. 
There followed a general discussion with partici- 
pation by every person present. A direct result of 
this meeting was the above mentioned designa- 
tion, on the following day, by the Board of 
Trustees of the AMA of Dr. Charles Cooper to 
the vacancy on the Joint Commission on Accredi- 
tation of Hospitals. 

A similar dinner conference meeting occurred 
at Chicago in February with the AMA trustees 
serving as hosts. At this meeting the subject of 
cooperative efforts between the Academy and the 
AMA on the Forand bill was discussed at length. 
The Board immediately adopted a program to 
actively oppose the bill with the cooperation of 
our state chapters. Alerted by a telegram from 
your Board chairman, each state officer was pre- 
pared to make use of material forwarded the same 
week by the Academy Commission on Legislation 
and Public Policy. 

At this joint meeting the ‘General Practitioner 
of the Year Award” was another subject dis- 
cussed. Academy Executive Committee members 
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pointed out that the recipient does not always 
fulfill our concept of a “‘typical general practition- 
er” and may create an unfavorable public opinion 
of modern general practice. Members of the AMA 
Board of Trustees stated that they felt that the 
award should be reconsidered. Upon adjourn- 
ment, after a long evening of mutually friendly 
and beneficial discussion, Dr. Blasingame, execu- 
tive vice president of the AMA, reaffirmed ap- 
proval of this liaison and suggested future confer- 
ences twice a year between our organizations. 

A review of previous records discloses one simi- 
lar joint meeting when in 1953-1954 the Academy 
was invited by the AMA to discuss questions of 
adverse publicity appearing in press and lay 
journals in regard to fee-splitting, ghost surgery 
and other unethical procedures. It was at that 
time agreed that such problems should be han- 
dled by the parent body in medical relations— 
the AMA. 


Code of Practice 


This year, the Board has found occasion to re- 
view the “Statement of Policy” including “Code 
of Practice’ approved by the Academy’s Con- 
gress of Delegates on March 19, 1956, and found 
it adequate to govern relations with pharmaceuti- 
cal firms. Copies of this statement were mailed 
with the December Headquarters Bulletin and 
may also be found in the “State Chapter Oper- 
ations Manual.” I urge all chapters to bear in 
mind the principles of conduct involved, for they 
protect the good name of our Academy. 


Standard Regions 


The Board of Directors has adopted a recom- 
mendation to create standard geographical re- 
gions for the operation of the commissions and 
selected committees of the Academy. The chair- 
men of the four commissions have approved the 
following arrangement, based largely on previous 
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ble interests: 

Region 1: Maine, New Hampshire, New York, 
Massachusetts, New Jersey, Rhode Island, 
Pennsylvania, Connecticut, Delaware, Ver- 
mont. 

Region 2: Wisconsin, Michigan, Ohio, Illinois, 
Indiana. 

Region 3: West Virginia, Maryland, District of 
Columbia, Virginia, North Carolina, South 
Carolina, Florida, Georgia, Puerto Rico. 

Region 4: Mississippi, Alabama, Kentucky, 
Tennessee, Louisiana. 

Region 5: North Dakota, Minnesota, South 
Dakota, Nebraska, Iowa. 

Region 6: Wyoming, Colorado, Utah, New 
Mexico, Montana. 

Region 7: Kansas, Oklahoma, Texas, Missouri, 
Arkansas. 

Region 8: Washington, Idaho, Oregon, Alaska. 

Region 9: California, Nevada, Arizona, Hawaii. 

This is an administrative designation, not in- 

tended to be an inviolate rule. For instance, a 
regional chairman of a commission might live in a 
neighboring region if the best interests of the 
over-all program were served. 


Free Choice of Physicians 


Last year the Congress of Delegates of this 
Academy considered the currently controversial 
problem of closed panel systems and the resulting 
curb in free choice of physicians. A resolution was 
fearlessly adopted, asking that the Academy up- 
hold free choice of physician as “‘a fundamental 
principle, incontrovertible, unalterable, and es- 
sential to good medical care without qualifica- 
tion.” 

On numerous occasions during the past year 
your chairman has had the opportunity to speak 
on the subject of third party medicine. In support 
of this resolution I have pointed out that Amer- 
icans have long cherished freedom of worship and 
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speech, freedom from want and fear. Just as im- 
portant is freedom of choice, which touches every 
phase of our daily living, and allows the patient to 
choose the physician in whom he has the greatest 
confidence. 

This year the Academy has firmly opposed, at 
all levels of organized medicine, any compromise 
that would unfavorably affect the confidential re- 
lationship which exists between the physician 
and his patient. 


An Opportunity to Serve 


In crusading for the rights of the general prac- 
titioner we have no time to indulge our personal 
ambitions or to champion projects and policies 
not consistent with the best interests of organized 
medicine. We cannot surrender to threats to our 
rights and privileges if we have faith in our policy 
of increased standards of training and continuing 
medical education. As Academy members we can 
continue to assume a leading role in bringing the 
best possible medical care to our nation. 


Appreciation 

The Board is deeply grateful to all Academy 
appointees and representatives for the capable 
and energetic way in which they have completed 
assigned tasks. The transactions of the incumbent 
Board of Directors were carried on in a business- 
like atmosphere of mutual interest and coopera- 
tion. Officers and directors have guided the build- 
ing of constructive Academy programs. The 
Headquarters staff has been most industrious and 
helpful, often working under great pressure to 
carry out our directives. The entire Academy 
team has been faithful and diligent in directing 
the progress of our organization under the consti- 
tution and policies determined by. our Congress of 
Delegates. It has been a privilege and a pleasure 
to serve with this team. To each and all, my 
personal thanks. 
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Supplementary Report of the 
Chairman of the Board (No. 1) 


THE BOARD of Directors considered the request 
for matching funds referred to by the Committee 
on Mental Health on Page 98 of the delegates’ 
handbook and adopted a motion stating that the 
Board would consider this recommendation when 
advised by the Finance Committee that funds 
were available. 


Supplementary Report of the 
Chairman of the Board (No. 2) 


THE BoarD of Directo:s approves of the change 
of name of the Commitiee on Industrial Health 
to the “Committee on Occupational Health.” 


Supplementary Report of the 
Chairman of the Board (No. 3) 


IN FEBRUARY, your Board appointed a special ad 
hoc committee to undertake a study of the public 
image and confusion regarding the family physi- 
cian. The chairman of the Commission on Legis- 
lation and Public Policy has been appointed 
chairman of this ad hoc committee. The chairmen 
of the Commission on Education and the Com- 
mission on Membership and Credentials com- 
plete the committee membership. 

Broadly stated, this committee has been given 
two objectives: 

First, to establish liaison with the American 
Medical Association, the American Hospital As- 
sociation and the America College of Physicians; 

Second, to outline a program relating to the 
confusion in the mind of the general public as 
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to who is actually the family physician, consi- 
dering the general practitioners, who are doctors 
of medicine; the specialized groups, who are also 
doctors of medicine; the osteopaths and other cults. 

This committee has held a preliminary meeting 
as directed by the Board. In the short time since 
its appointment it is obviously too early to report 
actual accomplishments. The task assigned to the 
committee is a big one. The program of several 
standing commissions and committees is in- 
volved. In due time the ad hoc committee hopes 
to come forward with a pattern of coordinated 
effort that will launch the Academy in a new area 
of useful endeavor. 

We feel that these worthy objectives will be of 
value to all Academy members. 


Supplementary Report of the 
Chairman of the Board (No. 4) 


IN CONSIDERING the fact that a corporation call- 
ing itself ““The American Board of General Prac- 
tice” has been created, it is necessary that we 
recognize the significance of this movement to the 
Academy. 

There are two points here: 

First, to censure vigorously as possible any 
movement to create a corporation representing 
general practice in this hasty manner through a 
misguided effort to short-cut standard procedures 


which are inevitably time-consuming and ar- 
duous. 

Second, the Academy members must be noti- 
fied of our position and warned of the dangers 
inherent in any such action as has been taken. 

Those who are seeking to short-cut the formal 
methods being conducted by the liaison commit- 
tee are chasing a will-o-the-wisp which will in- 
evitably lead to the loss of the ideal they are 
attempting to achieve. Such a course can only 
lead to ultimate erosion of the standards which 
we have striven for the past 12 years to erect. 

The Board of Directors of the American 
Academy of General Practice is unalterably op- 
posed to the formation of any Board of General 
Practice created outside the official ranks of the 
American Academy of General Practice. 

When the time comes that this Academy feels a 
Board of General Practice of Family Physicians 
would be of value, the Academy should establish 
such a board through official channels. 

We repudiate the creation of an American 
Board of General Practice without the knowl- 
edge, consent or approval of the only national 
society of general practitioners in America. Not- 
withstanding the implication in its charter that it 
represents the Academy, we deny responsibility 
for its parentage, and we recommend that mem- 
bers of the American Academy of General Prac- 
tice decline to affiliate with this or any other 
board which is without official status in organized 
medicine. 
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Mental Illness, Fear 
and the Family Physician 


WILLIAM F. SHEELEY, m.p. 


THE FAMILY PHYSICIAN helps and always has 
helped emotionally disturbed patients simply by 
virtue of being their family physician. What sets 
the modern family physician off from his prede- 
cessors is that he is beginning to treat emotional 
conditions, including many that he would have 
considered beyond his skill not so long ago. 
Gradually, he is learning to apply deliberately 
those psychiatric techniques he once applied 
intuitively. More and more he appreciates the 
critical need of maintaining contact with those 
of his patients whom he has referred to specialist 
care in a general hospital psychiatric ward or 
outpatient facility. He is learning how effective 
he can be in providing rehabilitative support for 
the patient who has been returned to him by the 
psychiatrist. 


When a patient with mental illness is hospitalized, the family 
Physician is in a unique position. He alone can both under- 
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Family Doctor Must Maintain Contact 


From a psychiatric point of view, one of the 
greatest contributions that the family physician 
can make is to maintain his contact with the pa- 
tient he has referred for psychiatric treatment. 
This point deserves special emphasis. 

Some family physicians make a point of “not 
interfering’ with their patients’ psychiatric 
treatment, even in general hospitals. By indicat- 
ing that contact with an emotionally important 
person at a critical point in treatment can dis- 
turb the patient, psychiatrists have unwittingly 
discouraged physician visits. However, the family 
physician who visits his patient while maintain- 
ing close contact with the patient’s psychiatrist 
need have no qualms. On the contrary, the pa- 
tient will relax under the implicit protection of 
an old mentor, and the psychiatrist will enjoy the 
therapeutic advantage of being sponsored by the 
doctor the patient trusts. 

Like other medical conditions, mental illness 
improves more rapidly and completely when the 
patient is confident than it does when he feels 
fearful. Upon first being told he has a psychiatric 
disorder, a patient can scarcely escape being 
fearful. This is true even of those very disorgan- 


stand the treatment in the hospital and serve the family as an 
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ized and preoccupied patients who seem to have 
no awareness of their surroundings. 

As the stigma fades from mental illness in a 
more enlightened age, family and friends take a 
more matter-of-fact attitude. But to the patient, 
being labeled a mental case and placed in a hos- 
pital is still bewildering and terrifying. Although 
he has heard comforting reports of effective new 
treatment methods, he has also heard sensational 
stories about “‘nut houses” and “booby hatches.” 

A psychiatric patient is no less concerned than 
other patients by the threat of the unknown. 
Indeed, his illness aggravates his sensitiveness to 
fearful things and to loneliness, just as sunburn 
makes skin more sensitive to the heat of the 
summer sun. His need is thus increased for 
familiar trusted people, such as family doctors. 

Closely following a patient during hospitaliza- 
tion is naturally more feasible when that patient 
is on the psychiatric service of a local general 
hospital than when he is in a remote and large 
state mental hospital. For this reason and others, 
medical staffs of general hospitals throughout 
the country are demanding the creation of psy- 
chiatric wards. This rising demand has pushed 
the number of new services established each year 
steadily upward. It may soon be that a general 
hospital without adequate psychiatric facilities 
will be considered anachronistic and ineffectual. 

The family physician who has made short in- 
formal visits to his patient in the hospital is able 
to assume an attitude of continuous management 
of the illness before hospitalization, during it and 
after discharge. The physician knows what 
therapy has been successful and what has not. 
He understands the patient’s present needs and 
can anticipate future requirements. He knows 
the psychosocial influences (helpful and other- 
wise) which the returning patient will find in 
family and community. He knows what the pa- 
tient experienced during the difficult hospitaliza- 
tion just past and therefore, has a special bond 
with the patient. 
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By contrast, when the family doctor ships his 
patient off to a new doctor (the psychiatrist) and 
to a psychiatric ward, the patient thinks perhaps 
his doctor has lost interest in him. When the 
doctor never visits him, he is sure of it. After dis- 
charge from the hospital, the patient feels im- 
pelled to seek medical help only from a stranger 
or to seek no help at all. 


Benefit to Patient and Family 


Perhaps even as much benefit is derived by the 
family as by the patient when their physician 
visits the hospitalized relative. Mental illness 
may bewilder and frighten the family as much as 
the patient. Guilt feelings well up among family 
members; they ask: What did we do to the pa- 
tient that made him sick? Did we do right letting 
him go to that horrible place (the psychiatric 
ward), or should we have tolerated his sick be- 
havior a little longer? Do we have a family taint 
that will show up in future generations? Is some- 
one else in our family going to go crazy? Will 
the patient be physically abused by other pa- 
tients or even by the staff? Will he stay in the 
hospital forever? Will he always be a little odd 
even if he does come home from the hospital? 

The family physician’s position is unique. He 
alone can both understand the treatment in the 
hospital and serve the family as an old and 
trusted friend. Other family friends cannot un- 
derstand the psychiatric treatment; other phy- 
sicians—including the patient’s psychiatrist— 
are strangers whom the family has not yet 
learned to rely on fully. 

By informing the family of the patient’s prog- 
ress in the hospital, reassuring them, answering 
their questions frankly and fully, helping them to 
cooperate with treatment, the family physician 
can benefit both patient and family. By being 
known and trusted by the hospital’s psychiatrist, 
he can offer medical resources that will facilitate 
the psychiatrist’s postdischarge plans for the 
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patient. By establishing close and continuing 
liaison with the psychiatrist during the patient’s 
hospitalization and after discharge, he can assure 
himself impromptu and immediate consultation 
for those transitory but sometimes difficult upsets 
that occasionally occur during posthospitaliza- 
tion management of the patient. 


In a word, the family physician, more than 
anyone else, can and is helping to remove the 
mystery surrounding mental illness—and, there- 
fore, the stigma and fear commonly associated 
with it. This, in turn, is rapidly leading to an in- 
finitely more effective sociomedical approach to 
the problem. 


WHAT OTHERS ARE SAYING... 


Too Many Specialists 
Imperil Medicine 


AMERICAN medicine is threatened by an overempha- 
sis on specialization, in the opinion of Dr. Stanley E. 
Dorst, dean of the University of Cincinnati College 
of Medicine and former president of the Association 
of American Medical Colleges. 

Dr. Dorst believes that the time has come to ask if 
the nation is training too many specialists and at the 
same time failing to provide adequate training for the 
general practitioner. 

“Modern scientific medicine has made specializa- 
tion inevitable,’ he writes in the Cincinnati Journal 
of Medicine. 

“But today the specialties are breaking down into 
subspecialties and this increasing fragmentation of 
the body of professional knowledge carries a threat 
for American medicine . . . 

“This threat is that medicine may develop into a 
multitude of highly skilled and highly competitive 
techniques and cease to be a profession. Can it be 
possible that the end result of our magnificent achieve- 
ment in medical education will. culminate by sub- 
stituting the skilled technician for the physician?” 

The Cincinnati dean is particularly apprehensive of 
the present system of training specialists by means of 
hospital internships and residencies. 

He thinks the system is breaking down because the 
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hospitals are seeking more interns and residents than 
medical school graduating classes can furnish. 

“With fewer than 7,000 graduates yearly out of 
American medical schools, we cannot possibly supply 
the manpower to fill the 12,600 internships and the 
31,600 residencies which are today available,’’ he 
writes. 

He points out that the number of such posts is 
growing larger every year. 

It is well known that for the last decade hospitals 
have been accepting an increasing number of foreign 
interns and residents, young doctors from abroad 
who want tocomplete their education in this country. 

The present plan is for the graduate of a medical 
school to spend a year as an intern in an accredited 
hospital. If he does not want to go into general prac- 
tice, he stays on at the hospital as an intern or resi- 
dent in a specialty for one or more years. 

There is a possibility, Dr. Dorst thinks, that hos- 
pital training of the general practitioner is being neg- 
lected in the concentration on turning out specialists. 

“By 1950,”’ Dr. Dorst writes, “it was commonplace 
in the medical schools east of the Mississippi to find 
90 per cent of the students definitely headed for 
specialty training and board certification.” 

In its earlier stages, he continues, the residency 
program was producing ‘“‘not only the finished 
specialist but also the better qualified general 
physician.” 

“But medical students’ interest in general practice 
lessened when specialty boards developed, imposing 
fixed regulations for certification,’ he writes. 

—The New York World-Telegram and Sun, Dec. 12, 
1959. 
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AMA 
“Medical Detective”’ 
Program 


MARK FULLERTON 


THE AMA’s Committee on Maternal and Child 
Care has proposed a nationwide “medical detec- 
tive’ program to be directed by local hospital 
and county study committees for reviewing the 
cause and prevention of infant deaths and 
diseases, and thus ultimately help reduce them. 

The committee, which met in San Francisco 
March 6, put finishing touches to the program 
which will require the cooperation of physicians 
(those in general practice as well as those in the 
various specialties), hospitals and public health 
agencies. 


Program Based on New Guide 


The program, first initiated in 1956 and 
worked out at a series of regional meetings, is 
based on an AMA House of Delegates-approved 
“Guide for the Study of Perinatal Mortality and 
Morbidity” and supplementary materials. These 
materials include a perinatal code sheet and 
other forms designed to provide uniform termin- 
ology and reporting data in all hospitals through- 
out the country. Certain specific data is needed in 
order that statistical analyses may be based on 
classifications providing a true comparison of 
infant death and disease categories. 
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While the AMA committee has approved the 
over-all plan, it must now go to the Council on 
Medical Service and, in turn, to the House of 
Delegates for their approval before it can be put 
into operation. 

The primary purpose of the San Francisco 
conference was to “put into work” the objectives 
and purposes of the new “‘Guide for the Study of 
Perinatal Mortality and Morbidity” well in ad- 
vance of the next baby boom, expected in the 
early 1970’s when the large number of babies 
born during World War II reach maturity. 

Perinatal mortality is defined in the guide as 
“those deaths of fetuses and newborn infants 
occurring before, during and soon after birth,” 
while perinatal morbidity is defined as “‘a patho- 
logic condition (or conditions) observed in the 
fetus or infant during the perinatal period.” 

One scientific investigator estimates that 
“human reproductive failure” accounts for a loss 
of over 800,000 babies a year. This ranks above 
any of the leading causes of death in the United 
States. Included in this 800,000 figure are those 
cases of morbidity, including neuropsychiatric 
disabilities such as cerebral palsy, epilepsy and 
mental retardation and other congenital defects, 
many of which, one physician said, are “more 
tragic than death itself.’ 

“The objective of perinatal mortality and 
morbidity studies is to improve the production of 
normal human beings,”’ said Dr. Philip S. Barba, 
chairman of the AMA Committee on Maternal 
and Child Care. 

Dr. Barba, associate dean of the University of 
Pennsylvania School of Medicine, said “The 
elimination of deaths and damage during the 
process of reproduction is the ideal for which we 
all strive.” 

The guide sets up a flexible basic program for 
hospitals and state and county medical societies 
in cooperation with state and local health de- 
partments in a combined effort to reduce infant 
deaths. 
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Inclusions presently used in calculating the 
perinatal mortality rate vary from one place to 
another with respect to the maximum length of 
time after birth and the minimum number of 
weeks of gestation. The number of fetal deaths 
reported approximates that of neonatal deaths, 
but because of the varying degrees of complete- 
ness in the reporting of fetal deaths, the total 
number is not accurately known. For this reason 
rates are often based upon total live births rather 
than total births. 

The AMA committee hopes that the new guide 
will change the statistical picture and provide 
more accurate information that will expedite the 
prevention ef avoidable deaths and stimulate 
interest in efforts to further reduce both maternal 
and perinatal mortality and morbidity. 

The guide already has the endorsement of 12 
organizations and agencies which participated in 
its development. 

“The work which we do now,” Dr. Barba and 
the members of his committee said, “will reflect 
progress toward better health and well being of 
our future generations. Much progress has been 
made in the reduction of maternal deaths and 
in the reduction of infant deaths after the first 
month. But much evidence is available to point 
out a contrast: The relatively small reduction 
over the same period of deaths of newborn in- 
fants under 1 month and especially those under 
days.” 

The AMA, through its committee and in co- 
operation with other organizations and agencies 
(both governmental and voluntary), has estab- 
lished the necessary groundwork for a nation- 
wide, organized effort that should help solve 
many problems of the perinatal period, Dr. 
Barba said, adding: “Action is necessary if the 
slowly decreasing mortality rate of infants is to be 
accelerated and, in fact, if the rate is not to 
Increase as it did in 1958.” 

The 1955 population of children under 15 years 
of age was 48,800,000. In 1957, it was 52 million. If 
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the present rate of increase continues, the Bureau 
of Census has estimated that by 1970, the popula- 
tion of children under 15 will be 67 million. 


Code Sheets Key to Program 


The maternity and newborn code sheets will 
be filled out by physicians, but will be completely 
anonymous. Neither doctors’ nor patients’ names 
will appear on them. The data collected will 
eventually include all deliveries occurring in 
hospitals. The data will be processed at a central 
location, probably AMA headquarters in Chi- 
cago, by modern statistical techniques. 

The AMA will make the code sheets available 
and arrange for the collection and processing of 
data. The interpretation of the data will be done 
by the local, county and state study committees 
in cooperation with specialty groups and other 
interested organizations. 

The AMA plans to supply the code sheets to 
each participating hospital. The code sheet will 
consist of an original and a carbon copy. The 
original will remain with the patient’s hospital 
record and the carbon will be forwarded to the 
AMA Committee on Maternal and Child Care. 
The filled-in sheet will then be checked for com- 
pleteness and the data transferred to punch 
cards. 

A complete tabulation of each hospital’s data 
will be made and returned to the hospital for 
evaluation. At the local hospital, the tabulated 
data will be studied and utilized by the hospital 
perinatal and maternal mortality and morbidity 
study committee as outlined in the guide. Tabu- 
lated data will also be made available for various 
geographic areas, such as by county and state. 

“We expect, through this program, to de- 
termine what is behind the cause of death,’”’ Dr. 
Barba explained. “In effect, medical detective 
work is necessary to obtain clues to what was 
done or not to be done that affected mortality or 
morbidity.” 
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Marriage Counseling 


B. Y. GLASSBERG, M.D. 


IN THE EFFORT to satisfy three basic needs, the in- 
dividual living in our society may find himself in 
apparently insoluble conflict. Escape into mar- 
riage or flight from it may appear to this dis- 
tressed person as a solution. Neither course is 
likely to bring the desired result for he is en- 
tangled in the web of his own disturbed personal- 
ity, compounded of dissatisfaction, frustration 
and, sometimes, hopelessness. Such a selfish 
individual does not understand marriage as a 
total but subtle form of interrelatedness with a 
partner likewise trying to meet his own basic 
wants. These fundamental requirements are: 

1. Satisfaction of the need for a sense of dignity 
as a human being; 

2. Movement toward the full development and 
expression of personality in interrelatedness, both 
nonsexual and sexual, and 

3. Insistence upon maintaining one’s inner 
sense of personal integrity and values. 


Complexity of Marriage Problem Grows 


Marriage is generally the route chosen to attain 
these personal goals even though the involved 
individuals fail to differentiate the varying mech- 
anisms and motivations which might lead to 
marriage. The complexity of the problem of 
marriage as a human relationship has increased 
in the last several decades. The traditional ex- 
tended family composed of several generations 
has been replaced by the nuclear family con- 
sisting only of husband and wife and their 
children. The intimate relationship so created has 
veered away from the directive, paternalistic 
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Some states now require a “cooling-off” period before a divorce 
action may be heard and even offer a chance at conciliation 
through the mediation of a trained marriage counselor. 


authority of the dominant male toward that of a 
greater equality between man and wife. Indeed, 
in some families, the husband and father has 
been relegated to a position of secondary im- 
portance with incalculable damage to his ego 
needs and destruction of what little ego strength 
he may have possessed. Children, too, suffer as 
they are deprived of identification and associa- 
tion with a masculine figure. Marriage offers 
neither man nor wife the opportunity to satisfy 
the fundamental wants previously noted. 

While the goals perhaps subconsciously sought 
through marriage may be fairly clear, movement 
into marriage takes place through a variety of 
mechanisms: 

1. Negotiations between parents (presumably 
nonexistent in the United States); 

2. The wish to establish a socially and eco- 
nomically acceptable, legally sanctioned relation- 
ship (This may be the basis for a few marriages.); 

3. The wish of a young person to escape from 
an intolerable home and parental relationship 
into one that will be hopefully better (This 
mechanism may explain many marriages between 
adolescents.) ; 

4. Simple infatuation based in physical attrac- 
tion to another seen as an idolized self (This is 
the mechanism for a not inconsiderable number 
of modern marriages which are followed by early 
disillusionment.), and 
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5. Mature love in which each mate is dedicated 
to continuing satisfaction of the emotional needs 
of the other. 

Persons who enter marriage do so with a set of 
values, methods and attitudes which may be very 
like or very different from those to which they 
have been exposed in their families of origin. 
They acquire a role concept, an idea of how they, 
as well as their mate, should behave in the newly 
created association. Because of obstacles to their 
own personality development, some of them are 
masochistic or sadistic. Others are rigid and un- 
yielding in their expectations and demands. They 
are incapable of interrelationships because they 
must maintain inflexibility. These persons, un- 
prepared and untrained for marriage, cannot, 
unaided, achieve a contentment-producing union. 

By contrast the flexible, compromise-seeking 
mature person finds that marriage provides a 
way through which he may: 

1. Supply his own affectional needs; 

2. Receive and give emotional support, toler- 
ance, acceptance and encouragement; 

3. Find opportunity for free and complete 
expression of feeling; 

4. Establish those physical facilities which 
contribute to comfort in living; 

5. Conceive children to satisfy his yearning for 
a posterity, and 

6. Enjoy a contentment-producing relation- 
ship in which the nonsexual and sexual com- 
ponents of the two opposite-sexed personalities 
are interwoven. 

Even such persons well prepared for the inti- 
mate, shared association of marriage may dis- 
cover obstacles to the achievement of their goals. 
Without skilled professional assistance, they may 
flounder so that an earlier flexibility turns into 
inflexibility and deprives them of that important 
sense of personal worth. They may feel utterly 
incapable of the full expression of their personal- 
ities in the interaction of marriage. The threat to 
their sense of personal integrity may cause them 
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to become vindictive, seeking at any cost to 
preserve their individual values. 


Divorce Increases Tragedy 


These persons in conflict become candidates for 
separation or divorce. Deprived of the security 
afforded by membership in the extended family, 
without the informal restraints of a knowledg- 
able and informally supervising community, 
confused by the change from a male-dominated 
paternalistic society to a more equalitarian one, 
these are persons who might benefit from the art 
of the trained marriage counselor. By and large 
separation or divorce will only increase the 
tragedy of their personal lives. Only a few of them 
can gain from a divorce. The vast majority will 
float along attracted by the chimera of a second 
or even a fifth marriage. Abundant statistical 
evidence supports the view that serial marriages 
after divorce last for shorter and shorter periods 
of time. Human beings lose in these desperate 
gambles for meaningful contentment. 

Religious prohibitions or injunctions do not 
bring happiness to couples in conflict. The dis- 
astrous social disorganization wrought by the 
broken family is reflected in the laws of a few 
states which now require a “cooling-off” period 
before a divorce action may be heard and offer a 
chance at conciliation through the mediation of 
trained marriage counselors. In November, 1959, 
Australia enacted a law which included a com- 
pulsory “‘cooling-off” period and an opportunity 
for counseling and made disclosures to counselors 
“privileged communications.” 

Physicians alert to disorder in the emotional 
relationships of their patients may urge marriage 
counseling before bitter strife has led to legal 
action. Successful counseling, far more likely if 
the patient is motivated to want to profit from 
the skill available to him, can and does lead to a 
kind of marriage relationship deeply satisfying to 
each spouse. The counselor’s task is to help each 
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partner recognize the nature of his and his mate’s social philosophy which recognizes that: 

role expectations, to uncover blocks to un- 1. Successful marriage, the foundation of 

hampered communication between them, to aid happy personal life, is vital to the well-being of 

them to be realistic in the values, methods and society as well as to the individual; 

goals of their individual and joint living. The 2. Marriage is a partnership for life, permeated 

trained counselor does not tell them what to do. with reverence and enriched through mutually 

Rather he helps them to discover just what each shared responsibility, and 

wants from marriage and encourages the achieve- 3. Spiritual, emotional and physical harmony 

ment of mutuality through the desire of each to in marriage is achieved through mature and 

satisfy the wants of the other. other-person-centered love given by mates pos- 
Marriage counselors generally subscribe to a sessed of the capacity for self-discipline. 
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WHAT OTHERS ARE SAYING. 


As the Pendulum Swings 


Dogs the specialist’s concern for his specialty substitute for his close relationship with 
the individual treated? 

The pendulum is swinging back toward the general practitioner for the rapport be- 
tween family doctor and patient cannot be replaced by the relationship between spe- 
cialist and patient. 

This trend was emphasized by Executive Director Mac F. Cahal of the Academy 
at the recent Assembly in Philadelphia. The Philadelphia Evening Bulletin reported 
Mr. Cahal as saying that family doctors are not in such short supply now as they were 
just after World War II—when specialization was the rage. 

He estimated that in the late 1940’s about 80 per cent of medical students aspired 
to be specialists. ‘“Now,”’ he said, “‘the figure is about 51 per cent.” 

“There’s no doubt that people want family doctors,’’ he continued. ‘“They are a 
deeply instinctive need of the people.” 

“Tf a doctor is unable to accept total, continuous responsibility for you and your 
family, he’s not a family doctor,” Mr. Cahal said. 

He estimated that four out of five people do have such a doctor. The remaining 20 
per cent are making a mistake by not having one.— The Hickory (N.C.) Daily Record, 
March, 1960. 
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Trigeminal Neuralgia. 

By Byron Stookey, M.D. and Joseph Ransohoff, M.D. 

Pp. 366. Price, $10.75. Charles C Thomas, Springfield, 

Ill., 1959. 

Trigeminal Neuralgia is a monograph based on the 
experience of Dr. Byron Stookey, now professor 
emeritus of clinical neurologic surgery at Columbia- 
Presbyterian Medical Center. The book is technical 
but it is clearly written and it is complete. In evaluat- 
ing the results of surgical treatment approaches and 
in describing techniques, the author has drawn on 
more than 700 cases from his personal files. However, 
he has cited (although he has not discussed) the 
opinions of various authorities in the field. He has 
devoted considerable space to the history of ap- 
proaches to what has been for centuries a baffling 
therapeutic problem. 

Such a book is necessarily of specific interest to 
neurologists, neurosurgeons, otolaryngologists and 
dentists. Among general practitioners, its appeal will 
be to those who like to collect succinct monographs 
bearing the seal of authority on a particular subject. 
It will also be interesting to those whose hobby is 
medical history. —PRESTON C. HALL, M.D. 


Edited by Ji nathan O. Cole and Ralph W. Gerard. Pp. 662. 

Price, $6.50. The National Academy of Sciences-National 

Research Council, Washington, D. C., 1959. 
THIS is a compendium of the papers (with comments 
by their discussants) and committee reports pre- 
sented at a 1956 conference on pharmacotherapy in 
mental illness. The conference was sponsored by the 
National Institute of Mental Health, the National 
Academy of Sciences-National Research Council 
and the American Psychiatric Association. 

The meeting was designed to provide a long, hard 
look at the present status of pharmaceutical prod- 
ucts being used in current psychiatric practice. Con- 
sequently, this all-embracing conference brought to- 
gether not only pharmacologists and psychiatrists but 
also physiologists, psychologists, -neuroanatomists, 
neurochemists, sociologists and anthropologists. 

Although there is a great deal of overlapping in 
this kind of approach, the exchange of data and 
ideas proved to be most meaningful. Perhaps the 
best result of this exchange was the recognition that 
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psychopharmacology is still in its embryonic 
stage, that much more must be learned, particu- 
larly about improvement of techniques for evalua- 
tion purposes. 

Each paper is valuable, but two are jewels: ““Eval- 
uation of the New Drugs from the Viewpoint of a 
Medical Executive” by Dr. Jack R. Ewalt and “A 
Discussion of the Relevance of Effects of Drugs on 
Animal Behavior to the Possible Effects of Drugs 
on Psychopathological Processes in Man” by Dr. 
Edward V. Evarts. 

This compendium is an excellent reference book 
for the research worker in the expanding field of 
psychopharmacology. —GEORGE CONSTANT, M.D. 


Surgical Treatment of Scoliosis. 

By Louis A. Goldstein, M.D. Pp. 116. Price, $6.75. Charles 

C Thomas, Springfield, Ill., 1959. 

THIS small, beautifully illustrated and produced 
volume details the author’s experience over the past 
20 years in his effort to correct the deformities of 
scoliosis. A discussion of both paralytic and idio- 
pathic scoliosis is presented, including the types of 
curves, the methods of correction and the possible 
prognosis without surgical interference. The author 
points out three indications for fusion which have 
passed the test of time for the last 30 years: (1) if the 
curve is unsightly; (2) if it is physiologically deleteri- 
ous, and (38) if it is progressing. 

The types of curves dealt with, the degree of angu- 
lation and the amount of correction obtained follow- 
ing therapy are detailed in the chapters of the book. 
The correction in this series of cases was obtained 
entirely by turnbuckle jacket with distraction. At 
the present time, there is an ever-increasing group 
which chooses to obtain the correction by using the 
Risser table, with a “‘localizer’’ producing pressure 
and correcting the curve over a comparatively short 
period. Among the advantages that accrue from the 
use of the Risser table are the relative ease of correc- 
tion without overcorrection and the absence of pres- 


sure sores. 
The chapter on end results requires a great deal of 
study and contemplation for one to realize the degree 
of benefit received by this series of patients. 
Three-fourths of the curves preoperatively were 75 
degrees or more. It is important to realize that this 
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How new Dianabol rebuilt muscle tissue 
in this underweight, debilitated patient 


Patient was weak and emaciated before 
Dianabol. R. C., age 51, weighed 160 
pounds following surgery to close a perfo- 
rated duodenal ulcer. His convalescence was 
slow and stormy, complicated by pneumonia 
of both lower lobes. Weak and washed out, 
he was considered a poor risk for further 
necessary surgery (cholecystectomy). 
Because a conventional low-fat diet and 
multiple-vitamin therapy failed to build up 
R. C. sufficiently, his physician prescribed 
Dianabol 5 mg. b.i.d. 


Patient regains strength on Dianabol. In just 
two weeks R. C.’s appetite increased sub- 
stantially; he had gained 912 pounds of 
lean weight. His muscle tone was improved, 
he felt much stronger. After 4 weeks, he 
weighed 176 pounds. Biceps measurement 
increased from 10” to 11142”. For the first 
time since onset of postoperative pneu- 
monia, his chest was clear. Mr. C.’s physi- 
cian reports: “He tolerated cholecystec- 
tomy very well and one week postop felt 
better than he has in the past 2 years.” 
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Dianabol: new, low-cost 
anabolic agent 


By promoting protein anabolism, Dianabol 
builds lean tissue and restores vigor in 
underweight, debilitated, and dispirited 
patients. In patients with osteoporosis 
Dianabol often relieves pain and increases 
mobility. 

As an anabolic agent, Dianabol has 
been proved 10. times as effective as 
methyltestosterone. Yet it has far less 
androgenicity than testosterone propio- 
nate, methyltestosterone, or norethandro- 
lone. 

Because Dianabol is an oral preparation, 
it spares patients the inconvenience and 
discomfort of parenteral drugs. 

And because Dianabol is low in cost, it 
is particularly suitable for the aged or 
chronically ill patient who may require 
long-term anabolic therapy. 


Supplied: Tablets, 5 mg. (pink, scored); 
bottles of 100. 


Complete information sent on request. 


Dianabol 


(methandrostenolone CIBA) 


converts protein to 
working weight in wasting 
or debilitated patients 


2/2229mMB NEW JERSEY 
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Practitioner’s Bookshelf 


volume deals with 75 patients with scoliosis of vari- 
ous types treated by this method only and therefore 
becomes a document witnessing to the value of this 
particular regimen. 

An appendix relates the problems of anesthesia in 
the surgical treatment of scoliosis. It seems to me 
that the spinal fusion carried on within the cast is an 
unnecessary hazard. Experience has taught us that 
bivalving the cast prior to operation, performing the 
operation using the prone position on rolls with the 
back half removed and replacing the patient in his 
own cast does not produce a loss of correction. Fur- 
thermore, pulmonary studies seem to be of little 
benefit in predicting the course of the anesthesia. As 
the Bovie is to be used, we prefer to give nitrous 
oxide-oxygen, muscle relaxants and thiopental so- 
dium (Pentothal Sodium®) rather than to permit 
the hazard of ether in the operating room atmos- 
phere. The use of a mechanical ventilator during 
surgery has seemed to simplify the course of anes- 
thesia but apparently one was not used in this series. 

Surgical Treatment of Scoliosis is a small, well-pre- 
pared recitation of a 20-year experience with one 
type of patient treated in a manner prescribed and 
outlined some 30 years ago. It will serve well its pur- 
pose of providing a source of reference material 
regarding one regimen for this problem. 

This volume will be valuable to orthopedists and 
in hospital libraries where source material is often 
sought. A general practitioner who does a great deal 
of orthopedic work would find ownership of this 
book beneficial. —B. E. EDWARDS, M.D. 


The Nature of Stress Disorder. Conference of The Society 

for Psychosomatic Research. 

Edited by Desmond O'Neill, M.p. Pp. 298. Price, $5.50. 

Charles C Thomas, Springfield, Ill., 1959. 
TuHIs book consists of 15 papers read before the 
Society for Psychosomatic Research, together with 
verbatim reports of the discussions which followed 
each paper. The papers fall into five different groups. 
The first deals with essential hypertension, pruritic 
skin conditions and dyspepsia; the second discusses 
experimental stress, such as stress in aviation, and 
responses to stress situations in men and animals; 
the third group involves stress disorder in society, 
stress in industry and the university student; the 
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protection 
against premature aging... 


ELDEC 


mineral-vitamin-hormone supplement 


KAPSEALS® 


ELDEC Kapseals help offset the disorders 
of advancing age for the patient now in his 
middle years. Supplying numerous valu- 
able dietary and metabolic factors, ELDEC 
Kapseals provide the patient with compre- 
hensive physiologic supplementation to 
meet the threat of nutritional and hor- 
monal deficiencies ...aid him in meeting 
the problem of declining health during 
the years ahead. With ELDEC Kapseals, 
the patient can plan ahead for tomorrow 
with a greater assurance of good health 
and well-being. 


| PARKE-DAVIS | 


PARKE, DAVIS & COMPANY 
Detroit 32, Michigan 


Practitioner’s Bookshelf 


fourth group covers the person in his family setting, 
the family doctor and stress in childhood, and the 
final group is concerned with the influence of genetic 
endowment and includes a paper on the genetics of 
peptic ulcer and hypertension. 

The theme of this volume is the human mind and 
the human society as sources of bodily disorder. The 
theories propounded by the authors of these papers 
are quite thought-provoking and are of the utmost 
interest. The contents are well presented in orderly 
fashion. One can readily see that the authors and 
the discussants have had some troublesome times 
with the problems they discuss. 

This well-printed and easy-to-read volume would 
be valuable to family doctors as well as to psychia- 
trists and psychologists. 

—I. PHILLIPS FROHMAN, M.D. 


Penicillin. Antibiotics Monograph No. 9. 
By Harold L. Hirsch, M.D. and Lawrence E. Putnam, M_D. 
Pp. 148. Price, $4. Medical Encyclopedia, Inc., New 
York, 1958. 

THIS monograph is an excellent review of all the 

forms of penicillin that existed until the time of its 

publication. Dosages and available forms of penicil- 
lin are intelligently, clearly and simply explained. 

The uses of the various forms of penicillin for those 

diseases most susceptible to the antibiotic are com- 

prehensively discussed. 
This monograph would be a valuable possession 
for the physician in general practice. 

—A. I. DOKTORSKY, M.D. 


Hernia. 
By Sir Heneage Ogilvie, M.D. Pp. 135. Price, $6.50. 
Williams & Wilkins Company, Baltimore, 1959. 

THIS volume is actually a monograph on hernia but 
it also discusses a few related conditions which usu- 
ally do not come under this title. The author’s pres- 
entation is a curious mixture of the philosophic, 
physiologic, embryologic and anatomic factors, inter- 
mingled with technical minutiae. 

The book is quite readable but illustrations are 
diagrammatic and schematic, rather than the oper- 
ating-room sketches usually seen in American medi- 
cal textbooks. There is little material that is new or 
different from that usually found in monographs on 
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this subject. The organization of the material is un- 
usual and references to original sources are very few. 
Sir Heneage chooses to depend upon his own opinions 
for his conclusions. 

The general practitioner who is interested in sur- 
gery of hernia might find this book useful. He would 
find more help in any number of standard American 


texts on the same subject. 
— GEORGE L. THORPE, M.D. 


The Degenerative Back. 
By P. R. M. J. Hanraets, M.D. Pp. 690. Price, $19.95. 


Elsevier Press, Inc., Princeton, N.J., 1959. 
THE scope of this book includes symptomatic find- 
ings in congenital, postural and pathogenic condi- 
tions, with material on muscular changes, bony de- 
generations and neurologic defects of the back. 

The text has broad coverage, emphasizing the 
point of view of neurosurgeons and orthopedic sur- 
geons. The data are given in the European fashion, 
requiring much explanation to reach the conclusion. 

This excellent treatise is essentially for those whose 
practice is limited to neurosurgery and orthopedic 
surgery —for whom it will make a valuable reference 
book—rather than for men busy in general medicine. 

The preparation of this volume required a great 
amount of original effort and study and it is a pleas- 
ure to read it. —C. STEWART GILLMOR, M.D. 


Vascular Surgery. 
By Geza de Takats, M.D. Pp. 726. Price, $17.50. 
W. B. Saunders Company, Philadelphia, 1959. 


TuIs book is a monograph in the traditional sense— 
a review in its field by a single authority. When the 
author is a man of de Takats’ talents and experience, 
a book of this kind carries innumerable dividends 
for its readers. 

Vascular Surgery is divided into four parts—the 
first two dealing respectively with fundamental 
physiologic principles and methods of diagnosis, the 
third with specific diseases and syndromes and the 
fourth with surgical technique. Throughout, the au- 
thor’s clarity of style and forthright statements of 
opinion enhance interest and readability. 

By choice, de Takats has limited his book to a 
discussion of the peripheral circulation. Cardiac and 
cardiothoracic subjects are not included. There are 
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anorectal 
comfort 


new 


the first anesthetic 
hydrocortisone suppository 


Rectal 


The original, reliable Rectal Medicone 
formula with 10 mg. hydrocortisone acetate 


for symptomatic control 
of severe anorectal 
inflammation... pruritus...pain in 
hemorrhoids « acute and chronic proctitis 
postoperative edema « cryptitis 
pruritus ani e postoperative scar tissue 
Dosage: Start therapy with 1 RECTAL MEDICONE-HC 
suppository twice daily for 3 to 6 days — Continue main- 


tenance control against recurring symptoms with regu- 
lar RECTAL MEDICONE Suppositories and/or Unguent. 


Samples and literature on request 


MEDICONE COMPANY 


225 Varick Street- New York 14,.N.Y. 
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abundant illustrations—all of high quality and nearly 
all helpful or even indispensable in providing quick 
comprehension of the text. 

Produced in the finest tradition of the publisher, 
this monograph will have wide appeal. It is an excel- 
lent reference source for all physicians who deal with 
peripheral vascular disorders (and it’s hard to think 
of any who do not). —HuGu H. Hussey, M.D. 


Anesthesia for Infants and Children. 

By Robert M. Smith, M.D. Pp. 418. Price, $12. C. V. 

Mosby Company, St. Louis, 1959. 

A well-qualified author has written a comprehen- 
sive book on pediatric anesthesia. It is handsomely 
printed with an abundance of illustrations. Each 
of the 31 chapters is prefaced with an informative 
outline of its contents and concludes with a list of 
readily available references, rather than relatively 
inaccessible ones. 

Great improvement in anesthesia has been the 
result of better understanding of the responses of 
children to anesthesia, introduction of specially de- 
vised apparatus and methods and application of a 
much wider variety of agents to suit specific needs. 
The text is packed with information of practical use 
and significance. However, a prerequisite to its use- 
fulness is a familiarity with the essentials of anes- 
thesia. For the interested general practitioner, this 
book is invaluable. —CHARLES H. WHITE, M.D. 


Tumors of the Lungs and Mediastinum. 
By B. M. Fried, M.D. Pp. 467. Price, $13.50. Lea & 
Febiger, Philadelphia, 1958. 

THis is a valuable work, for it lucidly presents the 

etiology, diagnosis and treatment of virtually all 

benign and malignant tumors of the lungs, pleura 
and mediastinum. 

The major portion of the volume is concerned with 
cancer of the lungs. Six contributing authors join 
Dr. Fried to make this section comprehensive yet 
concise. Here there are chapters concerned with the 
practical aspects of pulmonary function studies (in- 
cluding those that can be performed in the office or 
outpatient clinic); surgical assessment of the patient 
as well as preoperative care, surgical techniques and 
postoperative care, and use of radiotherapy (includ- 
ing supervoltage radiation and chemotherapy). In 
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this section, typical as well as atypical cases are 
presented, fully discussed and illustrated with 
roentgenograms, macrophotographs and _ micro- 
photographs. 

There are excellent chapters devoted to adenoma 
of the bronchus (a “new disease’) and to meso- 
thelioma of the pleura (an “‘old disease’’). The section 
on rare tumors is a neat summary of the subject. 

The second major portion of the book considers 
tumors of the mediastinum. Tumors of lymphoid 
tissue, tumors of the thymus gland, teratodermoids, 
neurogenic tumors and cysts are amply described 
and illustrated. 

The excellent format facilitates reading. The 
reproductions of roentgenograms are unusually clear. 
All in all, this volume can be recommended without 
reservation. —SoL KATZ, M.D. 


Hypnosis in Anesthesiology. 

By Milion J. Marmer, M.D. Pp. 150. Price, $6.75. 

Charles C Thomas, Springfield, Ill., 1959. 

“MEDICINE is a cautious and conservative discipline, 
which discourages new beginnings. It is right that 
all new things be looked upon with suspicion. This, 
however, should not deter a physician from bringing 
new thoughts, ideas or methods to the skeptical 
minds of his fellow doctors.” 

With this first paragraph of the preface to his new 
book, Dr. Marmer sets the stage for what is to come. 
This small volume presents the most concise, au- 
thoritative and up-to-date opinions on the use of 
hypnosis that I have had the pleasure of reading. 
The chapter on the history of hypnosis is as fascinat- 
ing as a novel and the chapter on the psychophysi- 
ology of hypnosis is the best and clearest attempt to 
scientifically explain hypnosis that I have read. 

A detailed discussion of hypnotic induction tech- 
niques is presented along with specific uses, primarily 
in anesthesiology. The final chapter, which deals 
with difficulties and precautions in hypnosis, is par- 
ticularly valuable. 

I highly recommend this volume to every physician 
in private practice—to the novice as an introduction, 
to the experienced hypnotist as a guide to expanded 
uses and precautions and to the skeptic as a basis 
for intelligent answers to his patients’ questions. 

—JOHN C. ELY, M.D. 
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@ The Bowel is a‘‘Veritable Culture Tube in which 
definite bacterial types appear to be struggling 
constantly to gain supremacy.’"' 


“E. coli is normally present in enormous numbers in the 
intestines . . . usually constitutes 75% of the intestinal 
bacteria.’’2 


“It is also noteworthy that relatively few living represent- = The Bowel 
atives of the B. coli class are present in the movements 
of healthy persons with obstinate constipation.’’3 y / is a 


ZYMENOL PROMOTES THE BALANCED INTESTINAL FLORA > AA Veritable 
Effective even in obstinate constipation C 
ulture 
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the favorable B. coli. forming * No irritative peristaltic stimulants 
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come imbalance of in- 
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passa e; helpsrestore Libera/ Samples on Request REFERENCES: 1. Rettger, Leo F., Bacteria of the intestinal 
normal flora. Tract, Chap. 46, p. 639, in Jordan, E. 0. (ec.): Newer Knowledge of 
GLIDDEN LABORATORIES, Inc., Waukesha, Wisconsin [en & febiger 1953p. 932. Herter. A= Common Bacteral 


infections of Digest. Tract. New York, Macmillan Company, 1907. p.9. 
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electrosurgical procedures! 
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features . .. many of them exclusive. Most important, an Office Bovie broadens 
your service to patients, saves them needless hospitalization, offers maximum 

flexibility for all types of minor 
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Practitioner’s Bookshelf 


COWS MILK 
ALLERGY? TRY 
MEYENBERG 
GOAT MILK 

FIRST 


Also Received 


ALTHOUGH GP endeavors to publish as many reviews 
of books as possible, space will not permit the review 
of all books received from publishers. 


The Anti-Globulin (Coombs) Test in Laboratory Practice. 
By I. Dunsford, PH.D. and Jean Grant, F.R.C.P. Pp. 120. 
Price, $3.50. Charles C Thomas, Springfield, Ill., 1960. 


Atopic Cataract. 
By Emanuel Rosen, M.D. Pp. 102. Price, $5.75. Charles C 
Thomas, Springfield, Ill., 1959. 


Chemicals, Drugs and Health. 
By John H. Foulger, M.D. Pp. 102. Price, $4.25. Charles 


C Thomas, Springfield, Ill., 1959. 


Chemical Micromethods in Clinical Medicine. 
By R. H. Wilkinson, M.D. Pp. 121. Price $5. Charles C 
Thomas, Springfield, Ill., 1960. 


Doctor Strand. 
By Boris Sokoloff, M.D. Pp. 205. Price, $3.50. Vantage 
Press, Inc., New York, 1960. 


When infants are reactive to cow’s milk 
formulas, the sensitization is usually to the 


Microchemical Methods for Blood Analysis. lactalbumin fraction. Since lactalbumin is a 
By Wendell T. Caraway, PH.D. Pp. 109. Price, $5.25. species-specific protein, another mammalian 
Charles C Thomas, Springfield, Ill., 1960. milk, such as goat’s milk, is a logical and prac- 


tical substitute. Meyenberg Goat Milk pro- 
vides the infant with the irreplaceable values 
and unidentified growth factors which nature 


Mitra Operation for Cancer of the Cervix. 
By Subodh Mitra, F.R.C.0.G. Pp. 93. Price, $6. Charles C 


2808. makes available in natural milk. Meyenberg 

Night Vision. Goat Milk is nutritionally equal to cow’s milk 
By Gaétan E. Jayle, Albert G. Ourgaud, L. F. Baisinger, in protein, carbohydrates and fat; it is avail- 
M.D. and William J. Holmes, M.D. Pp. 408. Price, $13.50. able in both evaporated and powdered form in 
Charles C Thomas, Springfield, Ill., 1959. 14 oz. cans. 


Sctuteay of the Eye. Samples available on request 
3rd ed. By Francis Heed Adler, M.D. Pp. 790. Price, $16. 
C. V. Mosby Company, St. Louis, 1959. 


Roentgenologic Diagnosis in Ophthalmology. 

By Edward Hartmann, M.D. and Evelyn Gilles, M.D. Pp. 
875. Price, $15. J. B. Lippincott Company, Philadelphia, 
1959, 


Some Guide Lines for Evaluative Research. 
By Elizabeth Herzog. Pp. 117. Price, $0.35. U.S. De- 


partment of Health, Education and Welfare, 1959. Specify 
The Surgery of Theodoric. 
Vol. 2. Translated from the Latin by eo Campbell, MEYENBERG GOAT MILK 
M.D. and James Colton. Pp. 233. Price, $5.50. Appleton- : : 
Century-Crofts, Ine., New York, 1960. quali 
Textbook of Otolaryngology. JACKSON-MITCHELL 
y Va . Deweese, M.D. a ‘aunders, Pharmaceuticals, Inc. 
M.D. Pp. 464. Price, $8.75. C. V. Mosby C St. 
Louis, 10401 Virginia Avenue, Culver City, Calif. 
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(CHLOROTHIAZIDE) 


than for all other diuretic-antihypertensives combined! 


“One hundred patients were treated with 
oral chlorothiazide.” ‘In the presence of 
clinically detectable edema, the agent was 
universally effective.” “Chlorothiazide is 
at present the most effective oral diuretic 
in pregnancy.” Landesman, R., Olistein, 
R. N. and Quinton, E. J.: N. Y. State J. 
Med., 59:66, (Jan. 1) 1959. 
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“All three of the patients with Laen- 
nec’s cirrhosis, ascites and edema 
had a favorable response, with a mean 
weight loss of 8 Ibs., during the five- 
day treatment period with a slight 
decrease in edema.” Castle, C. N., 
Conrad, J. K. and Hecht, H. H.: Arch. 
Int. Med., 103:415, (March) 1959. 


in 


“In a study of 10 patients with the 
nephrotic syndrome associated 
with various types of renal disease, 
orally administered chlorothiazide 
was a successful, and sometimes 
dramatic, diuretic agent.” Burch, 
G. E. and White, M. A., Jr.: Arch. 
Int. Med., 103:369, (March) 1959. 
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care, whether through the purchase of health insur- 
ance or by direct payment, provided local option is 
assured, is inherent in this concept and is not in- 
consistent with previous actions of the House of 
Delegates of the American Medical Association.” 

This resolution of policy adopted from the re- 
port of the Reference Committee on Legislation 
and Public Relations brought a burst of applause 
from the delegates, one of the few times that a 
sense of accomplishment was registered. 


General Practitioner Issues 


Practically all issues affecting general practi- 
tioners bogged down. 
@ Despite much testimony supporting a pro- 
posal that training in obstetrics and gynecology 
be a requirement in the preparation for general 
practice, the house voted that the resolution 
should be referred to the Council on Medical 
Education and Hospitals for its serious considera- 
tion at the time the essentials of a family practice 
program are prepared. 

(In June, 1959 it was determined that training 
in obstetrics and gynecology should be on an elec- 


Leonard W. Larson, M.D. 
Dr. Larson of Bismarck, 


E. Vincent Askey, M.D. 
Dr. Askey, a Los Angeles 


surgeon, was inaugurated 
the AMA’s 114th presi- 
dent in Miami Beach, suc- 
ceeding Dr. Louis Orr of 
Orlando, Fla. 
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N. D., chairman of the 
AMA Board of Trustees, 
was elected without op- 
position to the office of 
president-elect. 


Academy officials—President John Walsh, 

Board Chairman James D. Murphy and Speaker 
Carroll Witten—were among those who spoke on 
behalf of the resolution. In essence, they pointed 
out that if a general practitioner does not have 
obstetric and gynecologic training, he is not a 
complete general practitioner. 
@The resolution to stimulate the Council on 
Medical Education and Hospitals to exert its in- 
fluence in increasing the number of medical school 
graduates who would elect careers in the family 
practice of medicine, lost something in its presen- 
tation and in the resulting interpretation. 

The result was that this resolution, as sug- 
gested in the reference committee report, was re- 
ferred to the Council on Medical Education and 
Hospitals for study. 

Discussions on these two subjects were heard 

before the Reference Committee on Medical Ed- 
ucation and Hospitals which was headed by 
Academy member, Dr. George Klump of Penn- 
sylvania. 
@ An 11th hour resolution was submitted to the 
house by Dr. Lester Bibler, representative from 
the Section on General Practice, asking that the 
“General Practitioner of the Year’? award be 
changed to the “Doctor of the Year’ award. He 
stated that the resolution had been unanimously 
passed by the General Practice Section and 
pointed out that the award does not fulfill its 
purpose. 

The house was nearing adjournment and Dr. 
Bibler’s suggestion that the resolution be referred 
to the Board of Trustees for consideration was 
supported. 

This could be an important item at the Clinical 

Meeting in Washington—the session at which 
this award is made. 
@ On the matter of giving physical examinations 
to Class III pilots, the following recommendation 
from the Reference Committee on Hygiene, Pub- 
lic Health and Industrial Health was adopted: 

“The great preponderance of evidence pre- 
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Miami Beach’s new Exhibition Hall, surrounded by tre- 
mendous parking areas, was the site of the AMA’s extensive 
exhibit displays. At nearby beach hotels, various section meet- 


sented to the committee sustains the view of the 
reference committee at the Dallas meeting that 
the examinations of Class III pilots should be 
done by especially qualified doctors of medicine. 
It was clearly brought out that brief training in 
the special techniques of such examinations will 
soon be available for any physicians who wish to 
qualify for the performance of these physical 
examinations. The committee urges that the Fed- 
eral Aviation Agency increase such opportunities 
in many geographic areas for training of any doc- 
tors of medicine who decide to become designated 
examiners. Thus the convenience of pilots, the 
availability of examiners and the safety of the 
users of aircraft and the public may be better 
served.”” 


Other Key Actions 


The Board of Trustees was directed to request 
the Council on Drugs and other appropriate AMA 
councils and committees to study the pharma- 
ceutical field in its relationship to medicine and 
the public, to correlate available material, and 
after consultation with the several branches of 
clinical medicine, clinical research and medical 
education and other interested groups or agencies, 
submit an objective appraisal to the House of 
Delegates in June, 1961. ; 

Concerning a proposal for AMA sponsorship of 
group disability insurance, the feeling was ex- 


GP july 1960 


ings were being held. Some distance away, at the Americana 
Hotel, the House of Delegates was in session throughout the 
week. 


pressed that an AMA program should not inter- 
fere with, or replace, any existing state or local 
program. Hence, it was recommended that the 
board prepare and present a plan which fulfills 
these conditions for the consideration of the 
house at the clinical session. 

AMA sponsorship of a group annuity or retire- 
ment program for its membership was accepted 
and the house asked the board to develop such a 
program, after receiving competitive bids, and to 
recommend a specific program at the Washington 
meeting. 

The house expressed agreement with the estab- 
lishment of a Commission on Cost of Medical 
Care, but urged economy in making the study. 


New Officers 


Dr. Leonard W. Larson of Bismarck, N. D., a 
pathologist, was unanimously named president- 
elect. A member of the AMA’s Board of Trustees 
since 1950, Dr. Larson has served as its chairman 
for several years. 

Dr. E. Vincent Askey of Los Angeles, Calif. 
succeeded Dr. Louis Orr to the presidency, thus 
becoming the 114th president. Dr. Askey first as- 
sumed a national officer’s role in 1952 when he 
was elected vice speaker. Three years later he 
stepped up to the speakership, a post he held 
until the Atlantic City meeting when he was 
named president-elect. 
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Other new officers: 

Dr. William F. Costello, Dover, N. J., was 
unanimously elected vice president to succeed 
Dr. J. Stanley Kenney, New York. 

Dr. Norman E. Welch, Boston, re-elected 
speaker. 

Dr. Milford Rouse, Dallas, re-elected vice 
speaker. 

Dr. Gerald D. Dorman, New York, was elected 
to the Board of Trustees to fill the vacancy 
created by the election of Dr. Larson. 

Dr. James Z. Appel, Lancaster, Pa., was re- 
elected a member of the Board of Trustees. 

Dr. James H. Berge, Seattle, was elected to the 
AMA Judicial Council, the high court of medicine, 
succeeding Dr. Louis A. Buie, Rochester, Minn. 

At the Thursday afternoon meeting of the 
Board of Trustees, Dr. Julian Price, Florence, 
S. C. was elected its chairman. 


front row. 
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Academy Voice Heard—Throughout the day-long sessions of this 
Reference Committee on Medical Education and Hospitals, AAGP 
spokesmen rose to speak on behalf of medical education affecting the 
general practitioner. The reference committee was headed by an 
Academy member, Dr. George Klump. Representatives of the AMA’s 
Council on Medical Education and Hospitals are shown seated in the 


In other elections: 

Council on Medical Education and Hospitals: 
Dr. William Hubbard, Ann Arbor, Mich. and Dr. 
Harlan English, Danville, Ill., re-elected. 

Council on Medical Service: Dr. Russell Roth, 
Erie, Pa. and Dr. Hoyt B. Woolley, Idaho Falls, 
Ida., both re-elected. 

Council on Constitution and By-Laws: Dr. 
George B. Johnson, Spartanburg, S. C. 

In its Thursday morning session, the Section 
on General Practice elected the following officers: 

Dr. Charles Alvey, Muncie, Ind., chairman; 
Dr. Thomas Rardin, Columbus, Ohio, vice chair- 
man; Dr. Lester Bibler, Indianapolis, Ind., re- 
elected delegate; Dr. M. B. Casebolt, Kansas City, 
Mo., alternate delegate; Dr. I. Phillips Frohman, 
Washington, D. C., re-elected representative to 
scientific exhibit and Dr. E. I. Baumgartner, 
Oakland, Md. continues as secretary. 


Goldberger Award Winner—Dr. Henry Vilter of 
the University of Cincinnati (left) was the 1960 
recipient of the Joseph Goldberger Award. The 
award for research in anemia and nutritional de- 
ficiency was presented by Retiring AMA President 
Louis Orr. 
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From GP’s Special Washington Correspondent 


PRIVATE PHYSICIANS and doctor-owned nursing 
and convalescent homes continue to account for 
a fair share of loan approvals by Small Business 
Administration. In April of this year, there was 
a grand total of 369 business loan approvals by 
SBA, money involved aggregating $16,636,000. 
This compared with $15,434,000 in the previous 
month. 

Following are April approvals to individuals 
and organizations in the general field of health 
services: 

American River Hospital, Carmichael, Calif., 
$257,000; Dr. William F. Andrew, Long Beach, 
Calif., $12,000; Basler Convalescent Home, Santa 
Ana, Calif., $100,000; The Pines Nursing and 
Convalescent Home, Waynesboro, Ga., $35,000; 
Dr. Lawrence Chester Wiegers, dentist, Belle- 
ville, Ill., $8,500. 

Also, Fairmount Nursing Home, Hyde Park, 
Mass., $25,000; Ingleside Hospital and Convales- 
cent Center, Detroit, $225,000; El Dorado Pro- 
fessional Bldg. Inc. (medical and dental offices), 
El Dorado Springs, Mo., $42,000; Dr. William D. 
Hiers, Branchville, $.C., $13,000; Holland Nurs- 
ing Home, Colville, Wash., $24,000; Dr. James 
D. Klein, Clarkston, Wash., $35,000. 


Medical Research Rebuttal 


A committee of experts has published a report 
which disputes the contention of the Eisenhower 
Administration that expansion of medical re- 
search would bring about a diversion of doctors 
needed for private clinical practice and teaching. 

In the latter part of May, the committee pre- 
sented a report to the Senate’ Appropriations 
Committee recommending that Public Health 
Service alone ought to be spending $664 million 
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a year on medical research programs, chiefly 
grants in aid. 

Last year the President’s Budget Bureau di- 
rected the Department of Health, Education and 
Welfare to oppose the $400 million appropriation 
for National Institutes of Health which Congress 
favored. The opposition was in vain, however. 
Toget at the facts, Sen. Lister Hill (D-Ala.), chair- 
man of the subcommittee which passes on funds 
for HEW and its component agencies, named an 
advisory group. Its chairman is Boisfeuillet 
Jones, vice president and administrator of health 
services at Emory University. . 

The Jones committee, reporting on a year’s 
investigation, noted that while support of medi- 
cal research has increased by 1,600 per cent since 
1940, the percentage of MD’s participating in 
teaching and research rose from 2 per cent of the 
doctor total in 1940 to only 3 per cent in 1959. 

“It seems fair to state,” says the report, “‘that 
the doctor today is much more effective than his 
colleague of a generation ago, and can therefore 
handle many more patients in a given period of 
time and treat them more effectively. Actually, 
therefore, medical research has really added to 
the medical manpower available for health serv- 
ices and has done so, not by multiplying the 
number of practitioners of medicine, but by in- 
creasing the ammunition of the individual doc- 
tor.” 


Insurance Reimbursement 


Joseph Campbell, Comptroller General of the 
United States, has written to Congress urging 
passage of a law that would authorize the govern- 
ment to seek reimbursement for millions of 
dollars worth of medical care and hospitalization 
which it furnishes to federal beneficiaries who are 
victims of third party negligence. 
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DIAPHRAGMS! 
NINE REASONS WHY MORE AND MORE PHYSICIANS 
ARE USING THE CONTOURING 
A 
Offi 
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ks 1. Reduces your fitting instruction time. . 
2. Patient ease of insertion—automatic placement. 
S 3. Develops patients’ confidence. Easy to use. ml 
Ke 4. Folds behind pubic bone with suction-like Co 
is action, forming an effective barrier. the 
bee 5. Seals off cervical area. pe 
&% 6. Locks in spermicidal lubricant—delivers 
ie it directly under and next to the os uteri. 
ty 7. Keeps its place—doesn’t shift. 
& 8. Simple to remove. 
es 9. Aesthetically acceptable. Is most comfortable. 
KORO-FLEX (contouring) Diaphragms as] 
may be used where ordinary coil-spring tio 
diaphragms are indicated and for Flat rim o 
(Mensinga) -type as well. He 
Recommend: KORO-FLEX Compact, the te 
ONLY compact that provides the arcing dia- " 
phragm (60-95 mm), jelly and Koromex cream 
(trial size). More satisfied patients result from lor 
trying both and then selecting the one best to 
suited to physiological requirements. Elimi- 
nates guessing. Supplied in feminine clutch- ha 
style bag with zipper closure. ou 
ss Available in all prescription pharmacies. say 
Write for descriptive literature. tie 
; Always insist on the use of time-tested Koromex 
8 Jelly or Cream with diaphragm. D 
HOLLAND-RANTOS CoO., INC. 
145 HUDSON STREET - NEW YORK 13, N.Y. T 
Manufacturers of Koromex Products . 
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According to estimates by General Accounting 
Office, which Campbell heads, it is costing the 
government $10.5 million a year for medical 
services to military personnel alone who are in- 
volved in motor accidents. In the majority of 
eases, victims are passengers rather than drivers 
and it is argued that the government would stand 
a good chance of recovering from insurance com- 
panies or individuals if it could proceed legally. 

An existing statute enables the U.S. to recover 
from negligent third parties, or their insurers, if 
the victim is a federal employee. Also, recovery 
may be made for services performed for veterans, 
although authorization is roundabout rather 
than based on a specific statute such as the 
Comptroller General is requesting. But where 
military personnel, their legal dependents or 
Coast Guardsmen are concerned, there is no law 
that can be invoked for collection of sums ex- 
pended for their care. 


Rusk Heads Committee 


Foreshadowing increased emphasis on medical 
aspects of its over-all program, Office of Voca- 
tional Rehabilitation recently established a 
medical advisory committee. Its chairman is Dr. 
Howard A. Rusk of New York City. An official 
statement said: 

“The committee will assist in the planning of 
long range medical programs and policies related 
to the current and expanding state-federal re- 
habilitation program; promote liaison with vari- 
ous medical groups throughout the country, and 
interpret the objectives of the Office of Voca- 
tional Rehabilitation.” 

Among those serving on the committee with 
Dr. Rusk are Dr. Leonard W. Larson of the 
Quain and Ramstad Clinic of Bismarck, N.D., 
and chairman of AMA Board of Trustees; Dr. 
Theodore Klumpp, president of Winthorp 
Laboratories, New York City; Dr. Sidney Far- 
ber, Boston pathologist, and Dr. Warren F. 
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Draper, who heads the United Mine Workers’ 
medical program. 


High Level Changes 


These high level personnel changes will become 
effective July 1 at National Institutes of Health, 
the research arm of U.S. Public Health Service: 

Dr. Kenneth M. Endicott becomes director of 
the National Cancer Institute. He succeeds Dr. 
John R. Heller, who resigned from government 
service to take the new position of president and 
full time chief executive officer of Memorial 
Sloan-Kettering Cancer Center in New York 
City. 

Dr. David E. Price moves from chief of Bureau 
of State Services in USPHS to deputy director- 
ship of National Institutes of Health, filling a 
position vacant since the retirement last year of 
Dr. C. J. VanSlyke. 

Dr. Theodore J. Bauer succeeds Dr. Price as 
chief of Bureau of State Services. 


Also see the AMA Washington Report, page 209. 


“What do you mean ... you want to show me the side- 
effect from that last prescription?” 
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Another achievement from the 
world’s largest exclusive manufacturer 


AS TOMORROW! 
BECK-LEE 


PORTABLE, DIRECT-WRITING 


ELECTROCARDIOGRAPH 2-YEAR GUARANTEE 


on entire instrument and accessories 


Featuring 


DROP-IN PAPER LOADING 
OF FULL-SIZE PAPER 


Not Gadgets, but basic improvements 


TRANSISTOR CIRCUITRY for small size, 
only 1144” x 6%” 


LIGHT-WEIGHT PORTABILITY—17-lb. unit 
ideal for house calls 


AUDIBLE HEART SIGNAL—built-in aural 
monitoring—first on any EKG 


FULL-SIZE RECORDING PAPER—uniqvue in 
small-size portable EKG 


SINGLE OR 2-SPEED MODELS suitable for 


HIGH INTERFERENCE-REJECTION RATIO 
minimizes AC interference 


HIGH-FREQUENCY RESPONSE—far in excess 
of actual requirements 


2-SPEED VERSATILITY—slide-switch from 
25 to 50 mm/sec. VISUAL MONITORING 


WITHOUT USING PAPER 


i 
i 
t 
i 
i 
office, hospital or bedside use : 
i 
t 


Col OMe 145 


Single Speed Dual Speed 


= 


ASK FOR demonstration in your own 
office, no obligation 


BECK-LEE Corporation 


Dept. GP760, 630 W. Jackson Blvd., Chicago 6, U. ve A. 
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THE THIRD WEEKEND in September has been re- 
served for the Fourth Annual Symposium on 
Infectious Diseases and the 1960 State Officers’ 


Conference in Kansas City. 


A faculty of six outstanding authorities in the 
infectious disease field will present the sympo- 
sium which is being jointly sponsored by the 
Academy and the University of Kansas School 
of Medicine through a grant from and with the 
cooperation of Lederle Laboratories, Pearl River, 


N.Y. 


The program will be held in Battenfeld Audi- 
torium on Friday, September 23, on the Kansas 
University Medical Center campus in Kansas 


City, Kan. 


In addition to the six individual presentations, 
morning and afternoon panel discussions will be 
held with the respective speakers as panelists. 
Dr. Robert Weber, assistant professor of medi- 
cine and microbiology at the medical center, will 


Robert Weber, M.D. 

Moderator par excellence 
at the three previous sym- 
posia, University of Kan- 
sas’ Dr, Weber will be in 
the role of moderator for 
discussions at the Septem- 


ber 23 program. 
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Richard Bellaire, M.D. 

As chairman of the 1960 
State Officers’ Conference 
Committee, Dr. Bellaire 
announced to the Congress 
of Delegates in Philadel- 
phia that a buccaneer theme 


would be used. 


September Weekend in Kansas City Reserved for Symposium, SOC 


moderate these sessions, as he has at the three 


previous symposia. (See cut.) 
The program is scheduled as follows: 


8:30 A.M. 
9:00 A.M. 


9:30 A.M. 


10:00 A.M. 


10:30 A.M. 
10:45 A.M. 


12:30 P.M. 
1:30 P.M. 


2:00 P.M. 


2:30 P.M. 


6:00 P.M. 


Registration 

Pathogenesis of Fever 

IvAN L. BENNETT, JR., M.D., Johns Hopkins 
Hospital 

Antibiotics in Pediatric Practice 

C. HENRY KEMPE, M.D., University of Colo- 
rado Medical Center 

The Significance of Bacteriuria 

Epwarp H. Kass, M.D., Harvard Medical 
School 

Recess 

Panel Discussion 

RoBERT W. WEBER, M.D., Moderator, Uni- 
versity of Kansas 

Luncheon 

What Is Nonparalytic Polio? 

ROBERT HUEBNER, M.D., National Insti- 
tutes of Health, Bethesda, Md. 

Surgical Infections 

HowarpD H. STEEL, M.D., Temple Univer- 
sity 

“Shock in Acute Infection” 

VERNON KNIGHT, M.D., National Institutes 
of Health, Bethesda, Md. 


Recess 


Panel Discussion 
ROBERT W. WEBER, M.D., Moderator, Uni- 
versity of Kansas 


Reception, Hotel Muehlebach 


The two following days, Saturday and Sunday, 
September 24-25, the Hotel Muehlebach will be 
the setting for the State Officers’ Conference. 

As announced in the Congress of Delegates in 
Philadelphia, the conference will carry a bucca- 


neer theme. 
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“|... Well, I always prescribe Rorer’s Maalox. It’s an excellent 
antacid, doesn’t constipate and patients will take it indefinitely.” 


MAALox® an efficient antacid suspension of magnesium-aluminum hydroxide 
gel offered in bottles of 12 fluidounces. 


TABLET MaA.ox: 0.4 Gram (equivalent to one teaspoonful), Bottles of 100. 


TaBLET Maatox No. 2: 0.8 Gram, double strength’ (equivalent to two 
teaspoonfuls), Bottles of 50 and 250. 


Samples on request. 
WituiaM H. Rorer, INC., Philadelphia 44, Pennsylvania 
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Captain of the crew, Dr. Richard P. Bellaire of 
Saranac Lake, N.Y. (see cut) heads the committee 
which includes Dr. Paul Read of Omaha, Neb., 
Dr. Thomas Keenan of Rutland, Vt. with Mr. 
Charles Dosch, executive secretary of the Indiana 
chapter, as advisor. 

Legislation and education will be the headline 
topics for the Saturday morning program. The 
complete program will be presented next month, 
but a preview of plans reveal that Dr. Read will 
serve as moderator for three presentations on 
legislation which will deal with current legisla- 
tion, the trends, and how to influence legislation 
on both the state and national level. 

The education portion of the program will be 
moderated by Dr. Bellaire. Much of this discus- 
sion will be on financing postgraduate programs. 

There will be discussion periods following each 
of these general presentations. 

Following a noon luncheon during which Acad- 


emy President John Walsh will speak, the after- 
noon session will begin a 30-minute discussion 
on insurance. 

Dr. Keenan will be the moderator, but Dr. 
Herbert Salter, chairman of the Committee on 
Insurance, will introduce the participants. 

This discussion will be followed by individual 
presentations—one on the Joint Commission on 
Accreditation of Hospitals and the other con- 
cerning Academy function and policy. 

The latter part of the afternoon is reserved so 
that all persons may go to the Headquarters office 
and confer with the Headquarters staff and the 
chairman of the various commissions. 

The Sunday program will dwell on public re- 
lations with Mr. Dosch serving as moderator. 
This will be followed by a discussion period and 
then roundhouse sessions like those so success- 
fully held last year. 

The conference will close at 12:30 p.m. 


Cancer Detection Film Available 
For Use by Local and State Chapters 


A FILM on office procedures for early detection of 
presymptomatic cancer has been made available 
for local and state Academy chapters by the Eli 
Lilly Company. 

The 46-minute film presents Dr. Emerson Day, 
director of the Strang Clinic, Memorial Center 
for Cancer and Allied Diseases, New York City, 
demonstrating and narrating an examination— 
using simple office procedures. The film entitled, 
“The Cancer Detection Examination,” in black 
and white 16-mm, was produced from a video 
tape of a closed-circuit telecast in cooperation 
with the American Cancer Society, New Jersey 
Division. 
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In addition to the film, the company provides 
a booklet which outlines the procedures dis- 
cussed in the film. Requests for the film from 
physician groups should be made directly to Eli 
Lilly and Company, Post Office Box 814, Indi- 
anapolis 6, Ind., with an estimate of the number 
who will see the film. There is no charge for the 
use of the film or for the audience booklets. The 
order should be placed at least 30 days before 
the date the film will be needed. 


Dean’s Testimony Before Subcommittee 
Rapped by Iowa Chapter President 


THE RELATIONSHIP between organized medicine 
and drug manufacturers is not as the dean of the 
University of Iowa Medical School would have 
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Cartoon idea by pharmacist Emil Magdalener 


Many of you may have seen a recent 
cartoon depicting a midnight scene in 
front of a pharmacy. A woman is pound- 
ing on the door and the pharmacist is 
leaning out the window of his apart- 
ment over the store. “Open up,” shouts 
the woman. “My husband is sick and 
I need a stamp so I can send this pre- 
scription to the mail order house.” 


drug that always fails 
the drug that isn’t there 


Far-fetched? Perhaps, but there are those who would have us 
believe that our present system of drug distribution is inefficient 
and costly, and should be replaced by presumably more efficient 
and cheaper centralized or bureaucratic methods. Disregarding 
the probable political philosophy behind these suggestions, con- 
sider what a marvelously intricate and efficient system of drug 
distribution we have in this country. e From the laboratories 
of the manufacturers comes a steady stream of new and better 
drugs for your patients. Warehoused and stocked by drug whole- 
salers, these products are available in over 53,000 pharmacies 
scattered across the length and breadth of our land. And woe to 
the pharmacist who hasn’t been provided with yesterday’s 
laboratory discovery for your use in treating a patient today. e 
The economists speak of “utility of time” and “utility of place.” 
We simply say that you can confidently is brought to you by the proditert 


of prescription drugs as a service to the medical 


prescribe what you choose, when it is Pretession. For additional information, please 


write Pharmaceutical Manufacturers Associa- 


needed, wherever your patient may be. «tion, sir K street, N.W., Washington 5, D.C. 
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the Senate Antitrust 
and Monopoly Subcom- 
mittee believe, retorted 
Dr. L. H. Jacques, presi- 
dent of the Iowa chap- 
ter, upon hearing of 
statements made by the 
Iowa dean, Dr. William 
Bean. 

Dr. Jacques’ own 
statement was sent in a 
telegram toSen. Everett 
M. Dirksen, a member 
of the committee, fol- 


L. H. Jacques, M.D. 
Iowa Chapter President 
Jacques denies Dean 


Bean’s statement that some 2 
medical societies are be- lowing public announce- 
holden to some drug manu- ment of the dean’s 
facturers. statements. 


Special exception was 
taken to the Bean statement that ‘‘some medical 
societies are so beholden to some drug manufac- 
turers that they won’t listen to criticism of the 
firms’ products.” 

Dr. Jacques denied this charge saying, ‘‘Never 
have I had knowledge firsthand or otherwise of 
any medical society being ‘subservient’ to any 
drug manufacturer, ‘free spending’ or otherwise.” 

He explained that it is true that the planning 
and programing of any organized group re- 
quires funds and is expensive. 

“Drug companies rent space for the privilege 
of presenting their products of research, and by 
doing so, contribute to the dissemination of val- 
uable facts and information,’”’ Dr. Jacques said. 
“This rental money is used to defray the costs 
of obtaining scientific speakers, and directly con- 
tributes to the quality of the groups’ ‘strictly 
professional and scientific activities.’ By so do- 
ing, I do not believe that a meeting’s scientific 
activities dwindle in comparison’ with its com- 
mercial aspects, but rather, in many instances, 
are thereby directly enhanced.” 

As for Dr. Bean’s statement that “society 
officers urge everyone to register at each exhibit 
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and remind the audience that the society is be- 
holden to the exhibitors,”” Dr. Jacques replied 
that this registration is purely an act of courtesy 
to commercial exhibitors, and a way of saying 
“thank you.” 

“No individual or group is ‘beholden’ to any 
commercial exhibitor, and the implication is a 
reflection on a physician’s intelligence and implies 
that the drugs he prescribes and recommends will 
be those exhibited, and not those he considers in the 
best interest of his patient. Nothing is further from 
the truth,” added the Iowa chapter president. 

Furthermore, Dr. Jacques stated: ‘Many 
times I have heard scientific speakers at society 
meetings criticize drug products with impunity. 
It then became the prerogative of the free-think- 
ing physician to choose whether or not he wished 
to use the product discussed, and the duty of the 
manufacturer to improve the drug in question, 
or have its sale damaged by failure of physicians 
to prescribe it. This, I think, is healthy free en- 
terprise in which no one is ‘beholden’ to anyone.” 

In conclusion Dr. Jacques reminded the com- 
mittee that he is president of a chapter of the 
American Academy of General Practice, an or- 
ganization of family physicians who use, need, 
and whose patients benefit from the research 
done by good pharmaceutical companies. 

He admitted that as a private practitioner, he 
resented the implication that he, as a member of 
his medical society, is beholden to any so-called 
“free spending drug manufacturer.” 

Dr. Jacques also stressed that he in no way 
wanted to involve personalities. He was con- 
cerned with the dean’s remarks only as they 
affect doctors and the profession in general. 


PMA Pursues Probe of Medicine 
Cost Impact on American Public 


A FULL-SCALE PROBE of the impact of medicine 
costs on the American public has been in progress 
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A perfect solution to the style de- 
mands of the patient and the sup- 
port demands of the physician. This 
girdle features a double hook and 
eye adjustment. It extends 4” above 
the waistline to cover the lumbo- 
sacral region. Made of white cable 
net with a fabric front and back 
panel. 


A support your male patient will 
wear. Made of natural, controlled- 
stretch elastic with two double elas- 
tic pull bands hooking into front 
tabs. Zipper front closing. Supplied 
with 4 shaped steels for more back 
support — extends 5” above waist 
in back, only 22” in front. 


In situations of low back pain or in cases of postoperative therapy, Camp’s 
lumbosacral supports have a long history of providing protection and relief. 
Designed to immobilize, firm and rest the back from the dorsolumbar junction 
to an anchor point well down over the sacrum. These supports can be rein- 
forced by steel uprights, the Camp spinal brace, or pads. Your authorized 
Camp dealer has many models (side lacing, back-lacing, no lacing) to select 
from in matching your specific needs. And basic types are made in a variety 
of fabrics to match the whims of your patient. 


S. H. CAMP & COMPANY, Jackson, MICHIGAN 


S$. H. Comp & Company of Canada, Ltd., Trenton, Ontario 
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the past several months by Pharmaceutical 
Manufacturers Association. 

At the time of its implementation Dr. Austin 
Smith, PMA president, said the broad study will 
“bring together in one place information which 
has never been gathered in this country by any 
source, public or private.” 

“It is widely stated by some,”’ President Smith 
said, ‘that needed medication is not available to 
all because of financial difficulties. If this is true, 
it is time somebody lays out in the open the 
specific facts. Then, and only then, can specific 
remedies be discussed intelligently. If it is not 
true, the reasons for the confusion should be 
revealed. For the first time, the efforts of all 
interested parties—manufacturers, members of 
the health team, public authorities and patients 
themselves—will be united to study drug ther- 
apy and the results of their efforts will be dis- 
closed for public examination.” 

The PMA will determine: 

1. The extent of use of prescription drugs by 
the general population. 

2. The segments of the population using drugs 
and under what circumstances. 

3. The ways in which drugs are being provided 
in medical care programs. 

4. Whether needed drugs are not available to 
patients. 

5. Which elements, if any, of the population 
may be deprived of necessary drug therapy and 
the reasons for such deprivation if it. exists. 

6. The true relationship of prescription drugs 
to medical care needs and costs. 


Canada Foresees National Health Insurance, 

Still Striving for Hospital Privileges 
FOLLOWING the recent Fourth Scientific Assem- 
bly of the Canadian College of General Practice 
in Montreal, that country’s general practitioners 
were bolstered to continue their campaign to 
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obtain privileges in Canada’s “closed”’ hospitals 
and were braced to expect some form of national 
health insurance. 

In urging that general practitioners continue 
to strive for privileges in closed hospitals, speak- 
ers stressed that it is difficult for physicians to 
be effective members of the medical team if 
they are not allowed to practice or to pass on 
their experience and knowledge in large urban 
hospitals and university teaching centers. 

A forward step was taken at the meeting with 
the approval of a ““Manual on General Practice 
Departments in Hospitals.”” The manual calls on 
all Canadian hospitals of reasonable size to estab- 
lish a Department of General Practice, which 
would have status equal to that of the other de- 
partments and through which general practi- 
tioners would be able to admit and treat patients 
and take part in the teaching program. 


Stepped-Up PR Campaign— The Commission on Legislation 
and Public Policy, holding a two-day meeting at Headquar- 
ters April 30—May 1, spearheaded a special public relations 
campaign for the coming year. Shown during a meeting recess 
(front row, left to right) are: Dr. Malcolm Harris, Dr. Carlos 
Fuste, Dr. Dudley Cobb, Board Chairman James D. Murphy, 
Dr. Thomas Blake and Mrs. Mary Knickerbocker of the 
Headquarters staff. Back row, left to right, are: Dr. James 
Blake, Dr. Walter W. Sackett, Jr., Dr. Jack C. Redman, 
Dr. John Wesley Rice, Commission Chairman Paul Read, 
Dr. Robert Heerens, Executive Director Mac F. Cahal and 
Commission Secretary Walter Kemp. 
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Nine 100% Meats...also 
Six High Meat Dinners 


...then it’s 
time to trust 


SWIFT 


...the meat 
specialist! 


Swift’s 105 years of experi- 
ence as a specialist in fine 
meats benefit your little 
patients in two important 
areas. 

First, for optimal nutri- 
tion, we select leaner meat 
with its higher protein con- 
tent . . . process carefully 
to retain vital nutrients. 

Secondly, to assure the 
emotional satisfaction that 
results from easier feeding- 
times, we strain our meats 
smoother. And the flavors 
are so appetizing they aid 
in establishing sound eat- 
ing habits early. 

Swift specializes in deli- 
cious, nourishing meats 
and meat dishes for babies. 


OUR 105TH YEAR 
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The second key point which was stressed at 
the Canadian College meeting in Montreal was 
that soon Canada may have some form of na- 
tional health insurance. 

Dr. Maurice E. Hobbs, the retiring president 
of the college, pointed out that nine of Canada’s 
ten provinces now participate in a federally or- 
ganized hospitalization plan, that the tenth, 
Quebec, is preparing to come in, and that Sas- 
katehewan is preparing to extend its part of the 
plan to include the cost of all medical care. 

Dr. Hobbs expressed the belief that ‘There 
isno doubt in my mind that the people of each 
province of Canada will soon demand and get, 
some form of prepaid medical care.” 

He said it was up to the doctors not to be 
caught flat-footed by unilateral government ac- 
tion but to participate in current planning for 
national health coverage. 

To satisfy general practitioners, he said any 
plan must: ‘‘(1) Stimulate good medical prac- 
tice. (2) Enhance services to our patients’ fam- 
ilies. (3) Leave medical decisions entirely in our 
hands. (4) Return adequate remuneration for our 
services but not as state employees. (5) Invest 
us with responsibilities in accordance with our 
competence.” 


AAGP Members Among First Enrollees 
In USPHS Health Mobilization Course 


SEVERAL ACADEMY MEMBERS were in the class of 
104 private physicians, dentists, nurses, veteri- 
harians, city, state, regional and national health 
department employees and service personnel 
who successfully completed the first training 
course conducted by the Division of Health Mo- 
bilization, USPHS. Participants in the April 
18-23 meeting in Brooklyn, N.Y. were from 15 
states and the District of Columbia. 

The course, titled “Medical Aspects of Health 
Mobilization,” was held at the Eastern Instruc- 
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Complete Health Mobilization Course— Among enrollees at 
USPHS’s first training course in health mobilization were 
several Academy members. Shown left to right, first row, are 
Drs. John G. Ball; John M. Baird; Carroll L. Witten, 
speaker of the AAGP Congress of Delegates, and Merrill 
Cross. Back row, left to right are Dr. J. Powell Anderson; 
an unidentified registrant; Drs. R. Lane Wroth and Harlan 
A. Stiles. 


tor Training Center of the Office of Civil and 
Defense Mobilization. 

Two similar courses have since been held in 
Battle Creek, Mich. and Alameda, Calif. 

Among the registrants were Academy Mem- 
bers John G. Ball, Bethesda, Md.; John M. 
Baird, Danville, Ky.; Carroll Witten, Louisville, 
Ky.; Merrill Cross, Silver Spring, Md.; J. Powell 
Anderson, Waynesboro, Va.; R. Lane Wroth, 
St. Michaels, Md., and Harlan A. Stiles, Hunt- 
ington, W. Va. 

Purpose of these courses, according to Dr. 
Carruth J. Wagner, chief of the Division of 
Health Mobilization, “‘is to bring the most up- 
to-date disaster information and training to a 
nucleus of professional personnel concerned with 
medical and health needs of the civilian popula- 
tion in an emergency.” 

Certificates were given following successful 
completion of the respective courses. 


Health Association Claims 49 Per Cent 
Of U.S. Oldsters Have Health Insurance 


AT THE BEGINNING of the year, 49 per cent of all 
Americans 65 and older were protected against 
health costs by some type of insurance. 

This figure was quoted by the Health In- 
surance Association of America which is com- 
posed of 270 insurance companies. The percentage 
was based on surveys made during the past dec- 
ade by government and private groups. 

In 1952, one out of every four senior citizens 
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The Burdick 
MF-49 
Universal 
Diathermy 


The MF-49’s unique circuit design per- 
mits the use of full-power tube output 
for deep heating and treatment of large 
areas. Frequency is controlled by a 
separate tube circuit unaffected by the 
operating characteristics of the patient 
circuit, This results in high output 
relative to tube input. 


THE BURDICK CORPORATION 
MILTON, WISCONSIN 
Branch Offices: NEW YORK * CHICAGO * ATLANTA * LOS ANGELES 
Dealers in all principal cities 


had health insurance. According to the asso- 
ciation’s figures for 1960, one out of two are now 
protected. In addition to the 49 per cent, another 
15.4 per cent of the U.S. senior citizens are classi- 
fied as indigent and provision is made for their 
medical needs through state and federal funds. 


Northwestern To Start New Medical 
Curriculum with Pilot Class in 1961 


A NEW MEDICAL SCHOOL CURRICULUM will be 
initiated by Northwestern University in the fall 
of 1961 as part of its centennial year observance. 

With the new program, the number of years 
in medical school will be reduced from seven or 
eight to six years. The basic idea of the program, 
however, is to introduce courses on the college 
level that have a more direct bearing on the study 
of medicine and to bring the humanities into the 
medical curriculum. 

The first class of 25 students participating in 
the pilot study will be accepted into medical 
school when they enter Northwestern. The first 
two years will be spent on the Evanston campus 
in the College of Liberal Arts and the last four 
years at the medical school in Chicago. 

During the years in liberal arts, the students 
will take premedical courses in mathematics, 
chemistry, physics and biology but these courses 
will be given in a more concentrated form and in 
graduated sequence. Two-thirds of the courses 
will be in the humanities and one-third in basic 
sciences. At the end of four years, students will 
receive a B.S. degree in one of the sciences. 

Studies in the humanities will continue in 
seminar form at the medical school for all stu- 
dents—those in the new program and those en- 
tering medical school with the usual three or 
four years of premedical education. 

By coordinating the courses usually given for 
premedical and medical students, the school 
hopes to eliminate needless repetition. In reduc- 


Volume XXII, Number 1 GP 


2 Diathermy Technic =... 
| 
studi 
wi for t 
indiv 
D 
medi 
gran 
4 af N 
pled 
sent 
gove 
Amc 
tion 
ann 
men 
gene 
han 
1 med 
AM 
fea med 
tion 
on | 
|’ 


ing the time span the school hopes to increase 
student interest in a combined course of study 
forthe M.D. and Ph.D. degrees to provide more 
individuals for academic careers. 

Dr. John A. D. Cooper, associate dean of the 
medical school, will direct the new program. A 
gant of $127,177 from the Commonwealth Fund 
of New York will support faculty members de- 
veloping the new curriculum. The fund has also 
pledged $100,000 for a new building to house 
special facilities for the program. 


Industrial Health Conference Scheduled 
For October 10—12 in Charlotte, N.C. 


THE 20TH CONGRESS on Industrial Health will 
be held October 10-12 in Charlotte with repre- 
sentatives of industry, agriculture, medicine and 
governmental agencies in attendance. 

Among the speakers will be Academy Member 
Amos N. Johnson who is president of the Medical 
Society of the State of North Carolina. 

To be held at the Hotel Charlotte, the congress 
issponsored by the American Medical Associa- 
tion’s Council on Occupational Health. It is held 
annually as a means of furthering the develop- 
ment and maintenance of high medical stand- 
ards in industry and on the farm. 

The programs are primarily directed toward 
general practitioners, who, the council estimates, 
handle close to 90 per cent of all the occupational 
medical practice in the nation. 


Popular Medical Comment Broadcast 
Is Brainchild of Ohio Academy Member 


AMEMBER of the Ohio chapter, Dr. Jack Schreib- 
of Canfield, has been instrumental in the 
medical comment radio program, “‘Consulta- 
tion,” which has been broadcast for about a year 
 WKBN in Youngstown. 
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AAGP Schedules 
1961 Invitational 
Scientific Congress 


Aboard Ship 


THE 1961 Invitational Scientific Con- 
gress will be held on ship-board follow- 
ing the Academy’s Scientific Assembly 
April 17-20 in Miami Beach, Fla. 

A luxury cruise ship has been con- 
tracted for the 11-day trip. In addition 
to the scientific sessions which will be 
scheduled throughout the cruise, the 
ship will dock at San Juan, Puerto 
Rico for members to participate in 
joint activities with the Academy 
chapter there, continuing to the Virgin 
Islands and other islands in the Lesser 
Antilles. 

The cruise ship, the Franca C, is a 
new cruiser equipped with pool, play 
decks and air conditioning throughout. 

Each member will soon receive a 
brochure on the cruise. Those planning 
to participate should immediately con- 
tact Lee Kirkland Travel, 1231 Balti- 
more, Kansas City, Mo., to be placed 
on the early reservation request list. 


The panel consists of three physicians and 
a lay moderator offering consultation and guid- 
ance on health queries phoned in by listeners. 

“Consultation” has proved a popular feature 
for the Youngstown station. Dr. Schreiber got 
the idea while listening to a program on which 
people expounded on everyday problems and pet 
peeves. He felt there would be great interest in a 
program devoted to medical questions. 

The purpose of the 30-minute program is to 
answer general questions on health. It is a cardi- 
nal rule that the panelists do not diagnose ail- 
ments or prescribe treatment over the air. 

So far, 85 physicians, representing various 
specialties, have appeared on the program for 
which Dr. Schreiber acts as anchor man. 
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Fostex’ 


treats their 
acne 


degreases 
the skin _ 
completely 
emulsifies and 
washes off 
excess oil 
from the skin. 


Medical News in Small Doses: 


ACADEMY MEMBER Albert C. Poirier of Cam- 
bridge, Mass. was recently honored by the French 
Government at special ceremonies in Boston for 
his 25 years of service and devotion as official 


helps remove 


physician to the French consulate in Boston. He ee 
was awarded the medal of Chevalier Dans l’Ordre 
comedones, 


de la Sante Publique by the Ministry of Public 
Health. This was the second time in a little over 
ten years that Dr. Poirier had been honored by 
the French. In 1949 he received the Medal of 
Honor from the French Republic . . . West 
Virginia Governor Cecil H. Underwood recently 
reappointed Academy Members William P. 
Bittinger of Summerlee and Doff D. Daniel of 
Beckley to new terms on the Medical Licensing 
Board of West Virginia. Drs. Binninger and 
Daniel, whose appointments have been confirmed 
by the state senate, will serve until June 30, 1964 
..» Honorary Academy Member Philip Thorek 
of Chicago has been named editor-in-chief of the 
Journal of the International College of Surgeons. 


unblocks pores 

and facilitates 
removal of sebum. 
plugs. : 


dries and peels 
the skin 
removes papule 
coverings and 

_ permits drainage 
of sebaceous : 


Patients like Fostex because it is so easy to use. 


He succeeds his father, the late Dr. Max Thorek, They simply wash acne skin 2 to 4 times a day 

founder of the college . .. AAGP Board Chair- with Fostex Cream or Fostex Cake, instead of 

man James D. Murphy of Ft. Worth, Tex. was "using soap. 

guest speaker at the first annual convention of Fostex contains Sebulytic®,* a combination of 

the Texas Academy of General Dentistry . . . surface-active wetting agents with remarkable 

Former AAGP President John S. DeTar of Mi- antiseborrheic, keratolytic and antibacterial ac- 
‘ tee “Xap tions ... enhanced by sulfur 2%, salicylic acid 

lan, Mich. won trampolining honors at Michi- 2%, and hexachlorophene 1%. 

gan’s recent AAU meet. Drawing an ovation as 


*sodium lauryl sulfoacetate, sodium alkyl ary! polyether sul- 


he displayed his prowess, Dr. DeTar earned fonate and sodium diocty! sulfosuccinate. 

third place in the 18-and-over bracket and was Fostex is available in two forms 

awarded a special first-place trophy for the “‘58- 

of Oklahoma Medical Center honored preceptors in 4.5 02. jars so a, BAA 

who have served five- and ten-year periods. Acad- twice as drying as Fostex Cake. 

emy members who served ten years were Dr. 
Carl Bailey, Dr. W. C. McCurdy, Dr. E. A. In bar form druff and olly scalp. oe 
McGrew and Dr. Joe L. Duer. Five of the seven Write fer comple - vil 
honored for five-year service were also Academy WESTWOOD PHARMACEUTICALS ; 


members. Buffalo 13, New York 
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PREparRED 
INFANT 


From Carnation... 


a ready-prepared evaporated milk formula 


Carnalac is simply Carnation Evaporated Milk with its ese 5 
added Vitamin D, plus carbohydrate. The carbohydrate is (ar nation 
natural lactose from the milk, and added maltose-dextrin : =} 
syrup. Mother adds water in the amount you recommend. 


CARNATION EVAPORATED MILK IS THE 
WORLD’S LEADER FOR INFANT FORMULA FEEDING 
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News from the State Chapters 


DURING ONE of his first chapter visits in the 
capacity of AAGP president, Dr. John Walsh of 
Sacramento, Calif. addressed the annual meeting 
of the Utah chapter, held April 22-23 in Salt Lake 
City. 

Speaking at the banquet, President Walsh 
said the family doctor is gaining more respect 
and coming into his own after some loss of status 
in the rise of specialization. He said the place of 
the general practitioner should be to take charge 
of the family health and assume the responsibility 
of calling in specialists when needed. 

Dr. Walsh quoted a study recently made in 
Sacramento which showed the consultation rate 
among general practitioners is higher than among 
specialists. He expressed the hope that more 
studies of this type could be made on a nation- 
wide basis. 

In an election of officers, Dr. V. Robert Kelly 
of Layton was named president-elect of the 
chapter. Dr. Eugene Y. Hall of Salt Lake City 
was installed as president. 

Other officers elected at the April meeting were 
Mr. Harold E. Young, Jr., of Midvale, secretary- 
treasurer and Dr. L. D. Nelson of Ogden, an 
AAGP delegate. (See cuts.) Dr. W. Ezra Cragun 
of Logan is an alternate delegate. 

While the chapter members were attending the 
scientific program, the wives were entertained 
with a program and a musical and dance show, 
“Polynesian Mysteries,” presented by students 
from Brigham Young University. 

After a welcome to Salt Lake City by the Hon- 
orable J. Bracken Lee, mayor of the city, the 
scientific program opened with a talk by Dr. 
Robert N. Barr, officer in the Department of 
Health of Minnesota, on “The Immunization 
Program—Present Status and New Horizons.” 

Other guest speakers included: Drs. David A. 
Karnofsky, Cornell University; Irvin Innerfield, 
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Utah Business Meeting— Uiah’s new president, Dr. Eugene 
Y. Hall (standing) presides at the business meeting of the 
chapter at the annual meeting in Salt Lake City. Also shown 
are (left to right): Dr. Orson B. Spencer, retiring president; 
Dr. Tom Robinson, program chairman; AAGP President 
John G. Walsh; Dr. Harold E. Young, secretary-treasurer, 
and Dr. Willis Taylor. 


Utah Officers— Newly-elected officers of the Utah chapter are 
(front row): Dr. Ralph C. Petersen, director; Dr. Robert V. 
Kelly, president-elect, and Dr. Leath D. Nelson, AAGP dele- 
gate. Back row: Dr. Eugene Y. Hall, president; Dr. Ezra 
Cragun, alternate delegate; Dr. LaVille H. Merrill, director, 
and Dr. Harold E. Young, re-elected secretary-treasurer. 
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No patient apprehension or preparation, and accurate diag 


Euthyroid, hypothyroid or hyperthyroid? 


KINEMOMETER 


tells you in just 60 seconds. First and only clinically proven 
instrument to record the Achilles free reflex with a diphasic 
curve to measure contraction and relaxation separately. 
Kinemometer records separately the duration and extent of 
both contraction and relaxation of Achilles free reflex, 
provides a major break-through in fast, accurate determination 
of thyroid dysfunction, diagnosis and therapy. 

Developed by a physician’, first reported in New England 
Journal of Medicine (October 16, 1958,) clinically proven by 
five years of testing and refinement, Kinemometer is currently 
speeding metabolism tests in more than 200 doctors’ 

offices and medical institutions. 

Detailed information on request, including bibliography of 

12 research reference sources which substantiate performance. 


*John D. Lawson, M. D. 


Compact, economical, 
connects to any ECG 
to triple its value 


Another proven product guaranteed 
by Medelac Laboratory. Available 
through any ABCO Dealer or 
General Electric X-Ray Office. 


P.O. Box 196, Walla Walla, Wash. 


Volume XXII, Number1 GP 


j 

is possible in minutes. 

A | 

d's 

ay 


Long Island University; John H. Carlquist, 
Latter-Day Saints Hospital, Salt Lake City; 
Edward M. Litin, Mayo Clinic; J. D. Mortensen, 
Rumel Chest Clinic, Salt Lake City; Harry M. 
Robinson, Jr., University of Maryland; Janet 
Travell, Cornell University, and Joseph H. 
Holmes, University of Colorado. 

Moderators for the panel discussions were Dr. 
Vincent Rees, president of the Salt Lake County 
Medical Society, and Dr. I. Bruce McQuarrie, 
president of the Utah State Medical Association. 

The general chairman of the program commit- 

tee was Dr. T. E. Robinson, who is also a Utah 
delegate. Among his committee members was 
the retiring president, Dr. Orson B. Spencer. 
@ At the May 6-8 annual meeting of the West 
Virginia chapter in Charleston, Dr. J. Keith 
Pickens of Clarksburg was installed as the chap- 
ter’s president, succeeding Dr. Myer Bogarad of 
Weirton. 

Dr. Randall Connolly of Parkersburg was 
named president-elect at the business meeting. 
Other officers elected were Dr. Don S. Benson of 
Moundsville, vice president and Dr. Liskie 
Moore of Huntington, secretary. 

Chairman of the program committee for the 
eighth annual meeting was Dr. Richard E. Flood 
of Weirton. Assisting him were Drs. Jack J. 
Stark, John W. Whitlock, Clark K. Sleeth, 
Donald H. Lough and Jack D. Woodrum. The 
committee presented a program of 14 outstand- 
ing speakers for the scientific portion of the 
meeting. 

Included in the press coverage of the meeting 
was a lead editorial in the Charleston Sunday 
Gazette-Mail extolling the virtues of the general 
practitioner. The editorial carried the title, 
“Family Doctors good to have Around; Wish We 

Had More Here in Charleston.” 
® The Florida chapter installed its new officers 
in April during the Florida Medical Association 
meeting in Jacksonville. 

Dr. Elmer B. Campbell of St. Petersburg is the 
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president for the coming year. President-elect of 
the Florida chapter is Dr. James T. Cook of 
Marianna and vice president is Dr. W. E. 
Manry, Jr., of Lake Wales. 

The chapter will hold its scientific meeting 

October 20-22 at the Hotel Robert Meyer in 
Jacksonville. 
@ Pertinent questions and answers concerning 
the AAGP’s postgraduate study accreditation 
program were the feature on the cover of the 
March issue of General Practice Press, publication 
of the Texas chapter. 

Seven questions and answers capably explained 
and defined the distinction of Category I and II 
credits in the postgraduate program. 

The Texas chapter will hold its scientific meet- 
ing October 2-5 at the Adolphus Hotel in Dallas. 
Dr. Allen M. Fain is chairman for the meeting 
and Mrs. Fain is arranging the ladies’ activities. 
@ The Massachusetts chapter held its spring 
clinical meeting April 30 to May 1 in Cambridge. 
To open the scientific program the North Shore 
Heart Association showed a film, ““Movement of 
Heart Valves and Origin of Heart Sounds.” 

Guest speakers for the two-day meeting in- 


West Virginia Presidents—Shown at the West Virginia an- 
nual meeting are three chapter presidents: (left to right) 
Dr. Myer Bogarad of Weirton, past president; Dr. J. Keith 
Pickens, president, and Dr. Randall Connolly, president- 
elect. 
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POLYUNSATURATED ACIDS | 
LINOLEIC 
LINOLENIC 
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LECITHIN s 

Composition 

RG Lecithin is a complex of soybean phosphatides or are I 

phospholipids, containing lecithin, cephalin and inositol Fan t 

phosphatides. !- 

Rich Dietary Source 

RG Lecithin is a dietary source of choline . . . inositol... J ( 

phosphorus . . . polyunsaturated fatty acids—linoleic acid : 
and linolenic acid.?. - 


Safety 


RG Lecithin, made wholly from soybeans, is an entirely 
wholesome food component and has been so used for more 
than a generation. There are no harmful side effects.3- 


When your patient requires the nutrients supplied so 
liberally by RG Lecithin, it suggests itself as worthy of 
trial. It has a cholesterol lowering effect*., it is a natural 
emulsifier!-, and for many years it has been taken empirically 
for its tonic effect.!- 


Availability 


RG Lecithin is supplied by your druggist 
in economical granular form. It is pleasant 
to take plain or mixed with juices or food. 
The usually prescribed daily dosage is 1 
to 3 tablespoonfuls. 


For compiete substantiating information 
write to Medical Consultant 
Central Soya Company, Inc. 


CHEMURGY DIVISION 
1825 North Laramie Avenue Chicago 39, Illinois 


1. Wittcoff, H., The Phosphatides, American Chemical Society Monograph 
Series $112, Reinhold Pub. Corp. NYC, 1951, p. 366-423. 2. Bloor, W. R., 
Biochemistry of the Fatty Acids, American Chemical Society Monograph 
Series #93, Reinhold Pub. Corp. NYC, 1943. 3. Article, Lecithin in the Diet, 
Journal A.M.A. 168:1168 (Oct. 25) 1958. 4. Morrison, L. M., Serum Choles- 
terol Reduction with Lecithin, Geriatrics, 13:12 (Jan.) 1958. 
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cluded: Dr. Joseph E. F. Riseman and Dr. 
Murry E. Pendleton, Harvard Medical School; 
Dr. Frank L. Lyman, Mead Johnson & Com- 
pany; Dr. Donald A. Nickerson, Salem Hospital, 
and Dr. Irving W. Schiller, Tufts University 
School of Medicine. 

Second-day guest speakers were: Dr. Walter 
Stratton J. Kerr, Jr., Harvard Medical School; 
Dr. Benjamin Bell, Boston Veterans Administra- 
tion Clinic; Dr. Daniel J. McSwenney, Tufts Uni- 
versity; Dr. Charles H. Fuller, Massachusetts 
Memorial Hospitals; Dr. Alexander J. A. Camp- 
bell, Boston State Hospital, and Dr. Louis A. 
Selverstone, New England Center Hospital. 

The executive director of the Rhode Island 
Hospital in Providence, Oliver G. Pratt, spoke 
to the members and their wives at the Sunday 
dinner on the subject, ‘““The Cost of Medical 
Education to Hospitals.” 
® A practical review of some common pediatric 
problems was the theme of a symposium spon- 
sored by the Andrew Jackson (Tennessee) chap- 
ter and Vanderbilt University School of Medicine 
May 19 in Nashville. 

The scientific session opened in the afternoon 
with a talk by Dr. Carl C. Fischer, head of the 
Department of Pediatrics, Hahnemann Medical 
College. Other speakers were Dr. Murdina M. 
Desmond, associate professor of pediatrics, Bay- 
lor University; Dr. Francis M. Forster, chairman 
of the Department of Neurology, University of 
Wisconsin, and Dr. W. D. Snively, Jr., vice 
president and medical director of Mead Johnson 
& Company. 

Dr. Frances L. Ilg, director of Gesell Institute 
of Child Development, New Haven, Conn. spoke 
at the luncheon. 
® A Symposium on Office Procedures and Clinical 
Medicine was sponsored by: the Allegheny 
(Pennsylvania) chapter and the University of 
Pittsburgh School of Medicine May 15 in Pitts- 
burgh. Registration totaled 562, with physicians 
numbering 322. 
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Arkansas’ 300th—Dr. James E. Lytle of Batesville (left) is 
the 300th member of the Arkansas chapter. He is shown here 
with his sponsor, Dr. L. A. Dean of Rogers. Dr. Lytle, who 
is a 1956 graduate of the University of Arkansas Medical 
School, was enrolled in the chapter during the State Medical 
Society’s meeting in Pine Bluff. 


Topics of discussion included “Diagnosis of 
Cardiovascular Disease,” “‘Recent Advances in 
Pediatrics” and “‘Recent Advances in Stress Re- 
search.” At the luncheon, the Rev. N. R. H. 
Moor, dean of Trinity Cathedral in Pittsburgh, 
spoke on ‘Human Relationships in the Family.” 

Guest speakers included Dr. Frederic D. 
Zeman, Home for the Aged and Infirm Hebrews, 
New York City; Dr. N. Frederick Hicken, 
University of Utah School of Medicine; Dr. 
Sydney S. Gellis, Boston University School of 
Medicine; Dr. J. Scott Butterworth, New York 
University Postgraduate School of Medicine; Dr. 
E. C. Hamblen, Duke University School of Medi- 
cine; Dr. Hans Selye, University of Montreal, 
and Dr. Plinio Prioreschi, University of Mon- 
treal. 
® The seventh annual Tri-State (Maine, New 
Hampshire and Vermont chapters) Spring Clinical 
meeting was held May 5 in Portland, Me. 
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The role of the husband as a carrier and as a cause of re-infection in vaginal trichomoniasis 
is well documented.!-7 

“Until and unless immunization is possible, definite prophylactic measures such as the use ; 

of condoms, at least during the course of therapy in the female, have the same importance 


in the eradication of this disease as the elimination of endogenous extravaginal foci = 
infections.” 


ENLIST HIS COOPERATION-SPECIFY RAMSES 


the prophylactic with “built-in” sensitivity 


Husbands readily cooperate when you recommend RAMSES prophylactics. The exquisite 
sensibility preserved by this tissue-thin, natural gum-rubber sheath of amazing strength and 
solid clinical reliability places RAMSES almost out of human awareness. Without imposi- 
a a = tion or deprivation for the sake of cure, the routine use of 
"ARENT 


RAMSES with “built-in” sensitivity is readily adopted— 
even by the husband whose fear of sensation loss is a 
consideration. 


RAMSES is a registered trade-mark of Julius Schmid, Inc. 


ee =— As StS References: 1. Baum, H. C.: M. Clin. North America 42:263 (Jan.) 1958. 
e SS 2. Decker, A.: New York J. Med. 57:2237 (July 1) 1957. $. Giorlando, S. W., 


a Brandt, M. L.: Am. J. Obst. & Gynec. 76:666 (Sept.) 1958. 4. Karna _— 
: South. M. J. 51: 1958. 5. Maeder, E. C.: Journal-Lancet 79: 


ONE DOZEN GENUINE TRANSP; 


(aig) "% 6. : M. Clin. North America 42:267 (Jan.) 1958. 
7. Riba, L. W.: ‘Am. J. Obat. & Gynec. 73:174 (Jan) 1987. 
eu 
JULIUS SCHMID, INC. 425 West 55:h street, New York 19, N. Y. 
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Dr. Daniel F. Hanley, executive secretary of 
the Maine chapter, was the guest speaker for the 
luncheon. He discussed ‘Federal Legislation— 
Forand Bill.”” Chairman for the luncheon was Dr. 
Norman E. Dyhrberg, president of the host 
chapter, Maine. 

Other guest speakers for the scientific program 
included Dr. Donald A. Holub, New York; Dr. 
Mario Stefanini, Boston; Dr. Gordon Benson, 
New York, and Dr. Henry M. Lemon, Boston. 
@ The Mississippi chapter sponsored a luncheon 
during the Mississippi Medical Association meet- 
ing May 10 in Jackson. 

Dr. John P. Culpepper of Hattiesburg was 
chairman of the luncheon program. The nomi- 
nating committee of the chapter held a meeting 
after the luncheon. 
® The New Jersey chapter held its first county 
officers’ conference June 5 at the Nassau Inn in 
Princeton. The conference was planned as a 
means of fostering the best interrelationship 
between the component chapters and the state 
chapter and its board of directors. 

At the conference, the chairmen of various 
committees gave short talks on the aims of that 
particular committee and the problems it meets. 
This portion of the program was followed by a 
general discussion and questions from the floor. 
®The Wisconsin chapter headquarters office 
moved in May to new quarters in a new modern 
office building in Milwaukee. 

The new offices provide additional space, 
better working conditions, a conference room for 
committee and board meetings and a modern 
office to conduct chapter business. 

In its project to interest medical students in 
GP, the chapter has signed up 33 students, eight 
more than last year. 

Each year the chapter invites medical students 
at the Universities of Wisconsin and Marquette 
to subscribe to GP at half price. The chapter 
then pays the difference. These 33 also will be 
Invited to become associate members. 
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HIS 
CARDIAC 
WOUND 


Modern saluretics may seem to have made un- 
limited salt intake possible for cardiac and 
hypertensive patients. Yet despite the improve- 
ments in diuretic therapy, sodium restriction 
is still important in the prophylaxis of edema. 
The wise physician does not add needlessly to 
the burden of his patient, nor test unneces- 
sarily the power of the drugs he prescribes. It 
makes good sense to him to prescribe DIASAL 
—which looks, tastes and flavors food exactly 
like salt . . . but is sodium free. 


Diasal contains potassium chloride, glutamic acid and 
inert ingredients. Supplied in shakers and 8 oz. bottles. 


sodium-free salt substitute 


E. Inc. * New York 
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‘It has been found that those who develop obesity in 
childhood appear to have more of a dietary problem 
than those who develop obesity in the adult years. As a 
service to those advising about the obese child, a basic 
cereal and milk breakfast is worth consideration. Jts fat 
content of 10.9 gm. provides 20 per cent of the total 


A moderate 
low-fat 
well-balanced 
breakfast for 
children 10-12 


years of age 


calories, thus it is moderately low in fat. It is well- 
balanced as shown in the chart below. The Iowa Break- 
fast Studies demonstrated that children of about this age 
have better grades and attitudes at school when they eat 
a well-balanced basic cereal and milk breakfast each 
morning. 


Recommended Daily Dietary Allowances* and the Nutritional Contribution of a Basic Cereal 


and Milk Moderate Low-Fat Breakfast 


Menu: Grange Juice—4 oz.; 


Cereal, dry weight—1 0z.; 

Whole Milk—4 oz.; Sugar—I teaspoon; 
Toast (white, enriched)—2 slices ; 
Butter—5 gm. (about I teaspoon); 
Nonfat Milk—8 oz. 


Nutrients Calories Protein 


Calcium Iron 


Vitamin 


Ascorbic 
a Thiamine Acid 


Niacin 
Riboflavin equiv. 


Totals lied b 

Basic Breakfast 503 
Recommended Gh 
Allowances—Children, 

12 Years (36 kg. 79 2500 


Percentage Contributed 
by Basic 20.1% 29.8% 


1.2 gm. 
44.3% 


70 gm. 


20.9 gm. 0.532 gm. 27mg. 5881.0. 


12mg. 450010. 
22.5% 


0.46 mg. 0.80 mg. 7.36 mg. 65.5 mg. 


75 mg. 
87.3% 


17 mg. 
43.3% 


1.8 mg. 


1.3 mg. 


13.1% 35.4% 


Cereal Institute, Inc.: Breakfast Source 

Chicago: Cereal Institute, Inc., 1959. 
Food & Nutrition | Bd.: Recommended Dietary Allowances, a 1958. 
Natl. Acad. Sci.—Natl. Research Council Publication 589, 1958. 

Watt, B. K., and Merrill, A. L.: Composition of Foods— Raw, 
Processed, Prepared, U.S.D.A. Agriculture Handbook No. 8, 1950. 


*The allowance levels are intended to cover individual var 
among most normal persons as they live in the United Si States Base 
usual environmental stresses. Calorie allowances ap; 
individuals usually engaged in moderate physical activity. For 
office workers or others in sedentary 
Adjustments must be made for variations in body = ‘on 
physical activity, and 1p 


CEREAL INSTITUTE, INC. 
135 South La Salle Street, Chicago 3 


A research and educational endeavor devoted to the betterment of national nutrition 
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CONTINUED FROM PAGE 33. 


On the Calendar 


*Classified by the Commission on Education as acceptable for 
postgraduate study credits under Category I. Members should 
report actual hours of attendance. Maximum hours listed when 
available. 


SEPTEMBER 


*18-20: Alabama chapter, medical progress assembly, Tut- 
wiler Hotel, Birmingham. (12 hrs.) 

18-20: Wisconsin chapter, annual meeting, Milwaukee 
Auditorium, Milwaukee. 

18-20: Iowa chapter, annual meeting, Savery Hotel, Des 
Moines. 

*20: Richmond (Virginia) chapter, functional diseases, Vir- 
ginia chapter headquarters building, Richmond. (1 hr.) 

*20: Lima and Allen County chapters of Ohio Academy of 
Medicine, course on hepatic disease, medical and surgical 
aspects, Shawnee Country Club, Lima. (1 hr.) 

*21: New Jersey chapter, course on whiplash injuries and 
the psychiatric implications and ambulatory schizophren- 
ic, The Carrier Clinic, Belle Mead. (3 hrs.) 

*23: Louisiana chapter and Louisiana chapter of the Ameri- 
can Academy of Pediatrics, pediatrics symposium, Roose- 
velt Hotel, New Orleans. (5 hrs.) 

*23: American Academy of General Practice and University 
of Kansas, annual symposium on infectious diseases, 
Battenfeld Auditorium, Kansas City, Kan. (6 hrs.) 

23-25: Inter-Society Cytology Council, annual scientific 
Meeting, Palmer House, Chicago. 
24: Massachusetts chapter, annual meeting, Statler Hilton 
Hotel, Boston. 
24-25: American Academy of General Practice, State 
_ Conference, Hotel Muehlebach, Kansas City, 
0. : 
*26-27: Chattanooga chapter (Tennessee), Tennessee Val- 
~ Pre Assembly, Read Hoyse, Chattanooga. 
hrs.) 
26-29: Illinois chapter, annual meeting, Chicago. 
27-5: Pan-Pacific Surgical Association, 8th Congress, 
Honolulu, Hawaii. 
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*28: New Jersey chapter, course on management of the 
mentally retarded individual at home and character dis- 
order, The Carrier Clinic, Belle Mead. (3 hrs.) 

*28-29: Mississippi chapter, annual meeting, Hotel Heidel- 
berg, Jackson. (10 hrs.) 

29-30: South Carolina chapter, annual meeting, Memorial 
Auditorium, Spartanburg. 


OCTOBER 

2-5: Texas chapter, annual meeting, Adolphus Hotel, 
Dallas. 

3-5: Kansas City Southwest Clinical Society 38th annual 
fall clinical conference, Hotel Muehlebach, Kansas City. 

*5: New Jersey chapter, course on the wisdom of psycho- 
pharmacologic drugs and anxiety reaction, The Carrier 
Clinic, Belle Mead. (3 hrs.) 

6-8: Oregon chapter, annual meeting, Eugene. 

8-9: Maryland chapter, annual meeting, Southern Hotel, 
Baltimore. 

*10: Harris County (Texas) chapter and University of 
Texas, course on ulcerative colitis, Jesse Jones Library 
Building, Houston. (1 hr.) 

10-15: Australian College of General Practitioners, First 
General Practitioners’ Convention, Chevron Hotel, 
Melbourne, Australia. 

*12: New Jersey chapter, course on maintenance of the 
discharged hospitalized psychiatric patient in the com- 
munity and neurotic drinker, The Carrier Clinic, Belle 
Mead. (3 hrs.) 

12-13: Georgia chapter, annual meeting, Dinkler Plaza 
Hotel, Atlanta. 

13-15: Academy of Psychosomatic Medicine, seventh 
annual meeting, Benjamin Franklin Hotel, Philadelphia. 
(18 hrs.) 

16-19: New York chapter, annual meeting, Statler Hotel, 
Buffalo. 

*16-19: California chapter, annual meeting, Masonic Tem- 
ple, San Francisco. (13 hrs.) 

*18: Memphis (Tennessee) chapter, course on acute cardiac 
emergencies, Medical-Surgical Building, Memphis. (1 
hr.) 

*18: Richmond (Virginia) chapter, course in atomic radiation 
and x-radiation and cobalt 90, Virginia chapter head- 
quarters building, Richmond. (1 hr.) 

19-20: Kansas chapter, annual meeting, Baker Hotel, 
Hutchinson. 

*20: Tom Moore (Tennessee) chapter, “Selection of Cases 
for Cardiac Surgery” and Management of the Youthful 
Diabetic,” Cookeville. (2 hrs.) 

20-22 Florida chapter, annual scientific meeting, Hotel 

Robert Meyer, Jacksonville. 
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potentiated therapy for mild to moderate hypertension 


Consider the benefits of Singoserp-Esidrix if it’s mild to moderate hypertension (especially 
if edema is a complicating symptom). Singoserp, a man-made analog of reserpine, lowers blood 
pressure but seems to cause fewer side effects than natural rauwolfia compounds. 
When Singoserp is potentiated by Esidrix, blood pressure is lowered more effec- 
tively than with single-drug therapy. SUPPLIED IN TWO STRENGTHS: Singoserp- 
Esidrix Tablets #2 (each containing 1 mg. Singoserp and 25 mg. Esidrix) and 
Singoserp-Esidrix Tablets #1 (each containing 0.5 mg. Singoserp and 25 mg. 
Esidrix). Complete infor- 


mation available on request. Singoser p-Esid rx | 
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THe HOUSE Ways and Means Committee early 
in June approved a catchall bill extending social 
Security coverage to physicians and providing for 
@ federal-state program of health care for the 
“medically indigent’’ aged. 

The legislation called for extension of social 
Security coverage to about 150,000 self-employed 
Physicians on the same basis as other self-em- 
ployed professional people, such as lawyers and 
dentists, now are covered. Medical and dental 
interns also would be covered. The coverage of 
physicians would be effective for taxable years 
ending on or after Dec. 31, 1960. 

The committee’s plan for health care of the 
aged, developed by Chairman Wilbur D. Mills 
(D—Ark.), was designed to provide hospital, 
medical and nursing care for low-income persons 
65 years of age or older who are otherwise self- 
sufficient but who, as determined by individual 
states, need help on medical expenses. 

Participation would be at the option of each 
state. It would be effective only after June, 1961, 
upon the submittal of a plan meeting the general 
requirements specified in the legislation. 

The Mills plan leaves it up to a state to deter- 
mine what benefits are provided. However, the 
federal government would make grants, to be 
matched by states under the present old-age assist- 
ance formula, to provide any of the following: 

1. Inpatient hospital services up to 120 days 
per year; 

Skilled nursing-home services; 
Physicians’ services; 
Outpatient hospital services; 
Organized home care services; 
Private duty nursing services; 
Therapeutic services; 
Major dental treatment; 
Laboratory and x-ray services up to $200 
per year; 
10. Prescribed drugs up to $200 per year. 

The committee estimated the cost of the pro- 

gram at $185 million for the federal government 
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and $140 million to the states—a total of $325 
million—in the first full year of operation. But 
this was obviously more of a “‘guesstimate” than 
a sound estimate. The actual cost of the program 
would depend upon the number of participating 
states, the benefits offered under the various state 
plans and how many older persons qualify. 

The committee figured on between 500,000 and 
1 million older persons a year being provided with 
health services under the program. The commit- 
tee said state plans could provide potential pro- 
tection to as many as 10 million aged whose 
financial resources are such that they would 
qualify if they had large medical expenses. 

Payments under the program would be direct- 
ly to the providers of the medical services. 

The approach of the Mills plan was in line 
with Point 2 of the eight-point AMA program 
for health care of the aged which stated: 

“The AMA supports a program of federal 
grants-in-aid to the states for the liberalization 
of existing old-age assistance programs so that 
the near-needy could be given health care with- 
out having to meet the present rigid requirements 
for indigency. A liberalized definition as deter- 
mined locally would permit an expanded pro- 
gram and encompass the near-needy group.” 

The bill also would authorize about $10 million 
in extra federal grants 
to states that raise their 
standards of medical 
care benefits under the 
present publicassistance 
program for the aged. 

Before approving the 
Mills plan, the commit- 
tee voted down the For- 
and bill three times. It 
also rejected a far- 
reaching, public assist- 


ance program submitted 


by the Eisenhower ad- House Ways and Means 
ministration. The AMA Committee 
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METRAZOL 


reactivates the geriatric patient 


MEDRAZOL, 


reactivates the convalescent 
a 
ME TRAZOL 
reactivates the fatigued 
d 
t 
for the geriatric patient a 
— 2 tablets or teaspoonfuls, three times daily. 
dosage n 
for the convalescent and the fatigued 0 
— 1 or 2 tablets or teaspoonfuls, three times daily. g 
METRAZOL Tablets 


each tablet contains 100 mg. METRAZOL 


METRAZOL Liquidum 
each teaspoonful (5 cc.) contains 100 mg. METRAZOL 
and 1 mg. thiamine. 


P 
S 
availability — for those patients who need additional vitamins — tl 
di 
Vita-METRAZOL Elixir tl 

each teaspoonful (5 cc.) contains 100 mg. METRAZOL, 
10 mg. niacinamide, 1 mg. each of thiamine, ribo- D 
flavin, pyridoxine, and 2 mg. d-panthenol. al 
Vita-METRAZOL Tablets tt 
each tablet, in addition to the above, contains 25 (\ 
mg. vitamin C. th 
st 

METRAZOL® brand of pentylenetetrazol, E. Bilhuber, Inc. 

ti 
packaging KNOLL PHARMACEUTICAL COMPANY ar 
alcoholic solution) in pints. Orange, New Jersey he 
fir 
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opposed the Administration plan as being “based 
on the false premise that almost all persons over 
65 need health care and cannot afford it.” 

Social security revisions in the committee’s 
omnibus bill include: 

1. Elimination of the limitation that a dis- 
abled person must be at least 50 years old to be 
eligible for social security benefits. 

2. Social security benefits for about 25,000 
widows of workers who died before 1940. 

8. Higher benefits for 400,000 surviving chil- 
dren of workers covered by social security. 

In revising the bill, the committee followed a 
ten-year precedent of extending and increasing 
social security benefits in national election years. 

However, neither the social security tax rate 
nor tax base was increased this time as one or the 
other was in some previous revisions of the pro- 
gram originally enacted in 1935. 


Other Washington Developments 


DRUG HEARINGS 


Dr. Lloyd C. Miller, revision director of 
Pharmacopeia of the United States, told the 
Senate Antitrust and Monopoly Subcommittee 
that it would be unsafe for doctors to prescribe 
drugs by generic name alone unless they know 
the medicine is the product of a reliable firm. 

Dr. Miller testified that “there is not sufficient 
policing to insure that our standards are met” in 
all prescription drugs on the market. He said 
that an analysis of samples of ascorbic acid 
(vitamin C) from 15 manufacturing firms showed 
that 47 per cent of them failed to meet USP 
standards. 

Other testimony resulted in the forced resigna- 
tion of Henry Welch, PH.D., as chief of the Food 
and Drug Administration’s antibiotics division. 
Welch’s ouster followed disclosure that since 1953 
he had made $287,000 from editorship of and 
financial interests in two antibiotics magazines— 
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the Journal of Antibiotics and Chemotherapy, and 
Antibiotic Medicine and Clinical Therapy. 

Arthur S. Flemming, Secretary of Health, 
Education and Welfare, charged Welch had 
“deliberately misled his superiors” by concealing 
the amount of his outside income and describing 
it as only an honorarium. 

Dr. Barbara Moulton, a former FDA official, 
charged “hundreds suffer and many die’’ because 
the FDA fails to police new drugs adequately. 

FDA Commissioner George P. Larrick con- 
ceded that some medicines approved by his 
agency may have harmed or killed a few patients. 
But he said they were cleared because of the 
many persons they would benefit. 

The commissioner said he was convinced “the 
drug supply of this country—with relatively few 
exceptions—is safe and effective.” 

Following Welch’s ouster and Dr. Moulton’s 
testimony, Flemming announced creation of a 
special HEW investigative force to determine 
whether any other FDA officials have conflicts of 
interest and whether the FDA has failed to fully 
safeguard public safety in approving new drugs. 

Flemming also said that a committee of out- 
standing scientists would be named to review 
certain policies and operations of the FDA, in- 
cluding decisions on new drugs made by Welch. 

Flemming testified that: 

1. Stronger action will be taken against com- 
panies which make misleading claims in adver- 
tising new drugs to doctors. 

2. If such firms do not mend their ways fast 
enough, their product will be removed from the 
market. 

3. The government plans to ask for new powers 
to inspect drugs while they are being manu- 
factured so the public will have a greater assur- 
ance of safety and purity. 

4. Congress will be asked to require drug firms 
to report immediately to the FDA any adverse 
reactions suffered by patients after a new drug 
has gained government approval. 
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SAFE 
APPROACH 


IN THE TREATMENT OF PSORIASIS 


Clinically tested, safe and effective RIASOL 
offers maximum assurance against recur- 
rence and adverse reactions. 

RIASOL contains 0.45% Mercury chemically com- 
bined with soaps, 0.5% Phenol, and 0.75% Cresol. 


Available at pharmacies or direct in 4 and 8 fluid 
ounces. Write for professional sample and literature. 
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12850 MANSFIELD DETROIT 27, MICHIGAN 
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